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GENERAL INTRODUCTION
Imagine the impact of moving into an institutional setting, in the case of this thesis a somatic 
nursing home. People who have been living independently for years and years have to face 
the moment on which their physical condition requires help from other people. Help that 
cannot longer be provided at peoples’ own home, which makes it necessary to move into 
a nursing home. Besides the confrontation with sometimes sudden physical limitations, 
people have to leave the house they have lived in for many years for a new environment. 
An environment with a new daily structure and new people: the other residents in need for 
assistance and care and the staff providing this care and support. 
Our society is graying and care for older people and their quality of life are becoming 
increasingly important topics. In the Netherlands, a subgroup of about 6% of the people 
over 65 is living in an institutional setting and this percentage rises strongly with age. In 
2011, about 65.000 people were living in a nursing home (de Klerk, 2011). Most nursing 
homes have separate units for residents with mainly physical problems (‘somatic units’) and 
for residents with mainly cognitive problems (‘psychogeriatric units’). Scientific studies on 
quality of care and quality of life in nursing homes have mainly focused on dementia care 
(e.g., Gerritsen, et al., 2007; Sloane et al, 2005; Zimmerman et al., 2005). Yet, more than 
28.000 people are living in somatic nursing homes and relatively little is known about the 
well-being of this population. What we do know is that the chances for depressive symptoms 
of this population are three to four times higher than for older people living in the community 
(Jongenelis et al., 2004). These figures are alarming!
The frail physical condition of somatic nursing home residents might partly explain the 
high depression rates (Borglin, Jakobsson, Edberg, & Hallberg, 2005). However, due to a 
lack of theory in most research in nursing homes, individual differences in well-being are 
not well-understood. Insight in the processes that influence the well-being of physically frail 
nursing home residents is crucial for improving the quality of care and especially for improving 
residents’ quality of life. Therefore, the main aim of this thesis is to investigate the well-being 
of somatic nursing home residents from a theoretical perspective. The studies are based on two 
different theories: a social psychological theory on self-determination and a developmental 
psychological theory on adaptation across the lifespan. The focus is in particular on the role of 
the caring relationship: the relationship between residents and nursing staff. 
This introductory chapter starts with an overview of research on caring relationships in 
nursing homes, followed by a description of the theoretical framework for this thesis and 
why this may be in particular suitable for the nursing home setting. The chapter ends with an 
overview of the data collection and an outline of the different studies for the present thesis.
Caregiving relationships in nursing homes
The living environment of nursing home residents is important for their well-being. The 
physical characteristics of the nursing home, like the illumination, the colors and furnishings 
of the bed- and living rooms, and the availability of private versus shared rooms affect resident 
well-being (e.g., Calkins & Casella, 2007; Lawton, 2001; Shochat, Martin, Marler, & Ancoli-
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Israel, 2008). Besides the physical environment, the social environment of nursing home 
residents plays a crucial role. Next to contacts with other residents and friends or family, 
nursing staff forms a major source of contact. By spending the most time with residents, staff 
holds a position of obvious importance to satisfy the (communication) needs of residents 
(Fleischer, Berg, Zimmermann, Wüste, & Behrens, 2009).
A significant development in the last years has been the increasing adoption of the 
person-centered approach, in which the individual resident with his or her experiences and 
emotions is central during care interactions (Kitwood, 1997). Research on daily resident-staff 
interactions and person-centered care focused mostly on residents with dementia (e.g., Lann-
Wolcott, Medvene, & Williams, 2011; Ward, Vass, Aggarwal, Garfield, & Cybyck, 2008; van 
Weert, van Dulmen, Spreeuwenberg, Ribbe, & Bensing, 2005; Williams, 2009). However, 
some studies on these interactions in nursing homes also included residents without severe 
cognitive impairment. From these studies, it is concluded that three themes are central 
within daily care interactions: the absence of verbal communication, task-oriented versus 
socio-emotional communication and dependency-inducing versus autonomy promoting 
communication (Grainger, 2004). With respect to the first theme, Grainger points out the 
meaningfulness of any form of communication because of its rarity. Concerning the second 
theme, it can be concluded that the communication that does exist is mostly centered on 
care and physical aspects of the resident (e.g., Gubrium & Holstein, 1999). Since the late 
nineties there is more attention for socio-emotional communication (e.g., Brown-Wilson, 
Davies, & Nolan, 2009; Caris-Verhallen, Kerkstra, van der Heijden, & Bensing, 1998; Ryvicker, 
2009). Although there still is a large amount of task-related communication, socio-emotional 
interactions seem to form a considerable part of the interactions with staff. With regard 
to the third theme, several aspects of interactions have been observed that provoke the 
dependence of older people in nursing homes. Baltes (1996), for example, found that 
independent behavior of residents was largely ignored by nursing staff, whereas dependent 
behavior was rewarded with high levels of interaction. In addition, studies on infantilisation 
(e.g., Salari, 2002) show that the prevalence of ‘secondary baby talk’, i.e., a directive or 
childish way of speaking with little eye contact, a high pitch, and exaggerated intonation, 
is high in nursing homes (e.g., Caporael, Lucaszewski, & Culberston, 1983; Caris-Verhallen, 
Kerkstra, & Bensing, 1997). Furthermore, studies have shown that staff fails to offer residents 
choices during care, for instance about what to wear, bedtimes, and where to have breakfast 
(Schnelle et al., 2009; Simmons et al., 2011). 
Previous research on caring relationships was primary based on experiences derived from 
daily practice or lacks a description of a theoretical background (Fleisher, 2009). Furthermore, 
studies focused on a specific aspect of communication like offering choice or socio-emotional 
communication. In this thesis a more comprehensive, theoretically based, picture of the 
quality of caring relationships is given, using video-observations as well as self-reports of 
residents. The focus of the previous studies was on the content of the interactions and 
therefore was mainly descriptive. We also focus on the outcome for the residents and relate 
the quality of the caring relationship to their psychological well-being.
11
General Introduction
1
Perspectives on psychological well-being
Psychological well-being is a complex construct that has been defined in different ways and 
described in several theoretical models. A well-known model is the multidimensional model 
of psychological well-being by Ryff (Ryff & Singer, 1998). Six dimensions are distinguished 
that contribute to optimal psychological functioning: autonomy, environmental mastery, 
personal growth, positive relations with others, purpose in life, and self-acceptance. A 
second theoretical approach to psychological well-being is the theory of social production 
functions (Lindenberg, 1996; Steverink et al., 1998). This theory assumes that a person’s 
well-being is the result of the realization of both physical and social well-being. Physical 
well-being includes the two dimensions comfort and stimulation. Social well-being includes 
the dimensions affection, behavioral confirmation, and status. Central in this theory is that 
people use internal and external resources (self-management skills versus context specific 
resources such as health care, family and friends) to achieve the separate goals. 
A third theory that covers different dimensions of psychological well-being is self-
determination theory (Ryan & Deci, 2002; Deci, 2008). This theory combines two widely used 
perspectives on well-being, namely the hedonic and the eudaimonic perspective (Deci & Ryan, 
2008). The hedonic perspective focuses on subjective, emotional, well-being, which is generally 
defined as the presence of positive affect, the absence of negative affect, and an evaluation 
of life satisfaction (Diener, Suh, Lucas, & Smith, 1999). The eudaimonic perspective focuses on 
optimal functioning and meaning in both individual and social life (Deci & Ryan, 2008). 
Self-determination theory is a social-psychological theory on motivation that considers 
human beings as actively engaged, growth-oriented organisms in their social contexts. Within 
the theory, three universal basic psychological needs are distinguished, which are important 
for psychological growth and well-being: autonomy, relatedness, and competence. Autonomy 
refers to the experience that one can choose activities, make decisions and regulate behaviors 
in accordance with one’s own goals. Relatedness refers to the perceived fulfillment of a basic 
need to belong and to be connected to others. Competence refers to the perception that 
one’s behaviors result in the intended outcomes and effects. The perceived fulfillment of the 
three basic needs is thought to provide the foundation for further individual development 
and well-being. Self-determination theory holds that a person’s social environment is crucial 
in the fulfillment of the three needs. The social environment can either elicit or undermine 
the fulfillment of the basic needs. As described before, the nursing home environment, and 
especially the quality of care, appears crucial in supporting residents’ well-being, which is 
why self-determination theory was chosen as a main theoretical perspective in the present 
thesis. Furthermore, self-determination theory shows high agreement with the model on 
interaction between (professional) caregivers and children (Erickson, Sroufe & Egeland, 1985; 
de Schipper, Riksen-Walraven, & Geurts, 2006) that we used as a basis for developing our 
tool for observing interactions in somatic nursing homes. 
Research concerning self-determination theory has been conducted in various social 
settings and has shown fulfillment of the three needs to be related to higher levels of well-
being (Ryan & Deci, 2002). Research in nursing homes based on this theory is scarce, so 
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little is known about need fulfillment in relation with well-being in this specific context. It is 
important to fill this gap, given that exactly the nursing home setting is a situation in which 
one would expect the fulfillment of autonomy, relatedness, and competence to be under 
great strain. Due to residents’ physical limitations, the change in their social situation, and 
their constant dependency on others, need fulfillment seems difficult to achieve. So far, 
only two studies have investigated aspects of self-determination theory in a nursing home. 
Kasser and Ryan (1999) examined the relation of autonomy and relatedness to well-being, 
and showed fulfillment of the two needs to be related to lower depression and higher life 
satisfaction. Philippe and Vallerand (2008) found more autonomy support and perceived 
autonomy to be related to better psychological adjustment. No systematic research including 
all of the three basic needs in a nursing home has been conducted yet. With this thesis we 
aim to bring new insight in the self-determination theory by testing it in an institutional 
setting where individuals with a frail condition live. 
The authors of the self-determination theory assume that relatedness, autonomy, 
and competence are universal needs, and there has been little attention for individual 
differences or changes in the importance people attach to fulfillment of the needs. However, 
gerontological studies have shown that older adults tend to adapt their needs in order to 
maintain high levels of well-being despite losses in their lives (Westerhof, Dittmann-Kohli, 
& Bode, 2003). The Adaptation Theory (Brändtstädter & Rothermund, 2002) gives more 
insight in this process. The authors of this theory define individuals as goal-oriented agents 
and describe two processes or strategies individuals use when a goal cannot be achieved. 
People can either try and persist to achieve the goal by intentional efforts to modify a situation 
in accordance with their goals, which is called assimilation. Or people can flexibly lower their 
aspiration levels by adjusting their goals to constraints and changes in resources, which is 
called accommodation. Research has shown that younger people have a stronger tendency 
to assimilate, whereas older people tend to accommodate (Brändtstädter & Rothermund). 
It can be expected that older people moving into a nursing home similarly accommodate 
to living in the new environment by lowering their needs for relatedness, autonomy, and 
competence. Therefore, not only the need fulfillment of nursing home residents, but also the 
importance they attach to these three needs was investigated in this thesis. 
The role of personal aspirations in one’s well-being has also been described in person-
environment congruence theories. These theories consider the match between individual 
characteristics (need importance) and the environment (need fulfillment) to be more important 
for well-being than need fulfillment by the environment as such (Lawton, 1998; Kahana, Kahana, 
& Riley, 1989; Peace, Wahl, Mollenkopf, & Oswald, 2003; Wallace & Bergeman, 1997). In the 
present thesis, self-determination theory, adaptation theory and the related person-environment 
fit theories are connected. Furthermore, the longitudinal study in this thesis, in which residents 
who recently moved to the nursing home are followed for eight months, provides insight in the 
development of need fulfillment, need importance and well-being over time. 
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The present research project: overview of samples, studies,  
and study variables
The present thesis consists of five empirical studies, based on data collected in three 
different samples. The studies each address different but interrelated questions concerning 
the need fulfillment and well-being of somatic nursing home residents. Table 1 provides 
an overview of the samples, studies, and study variables used in this thesis. Study 1 is a 
questionnaire study in which the perspective of 88 nursing home residents concerning 
need fulfillment in the relationship with nursing staff was measured and related to their 
well-being. Study 2 is an observational study: 20 residents from a second sample were 
recorded on video three times during morning care interactions with staff (getting out of 
bed, washing, getting dressed, etc.). Rating scales developed for the purpose of this study 
(Appendix 1) were used by trained observers to assess need fulfillment and well-being based 
on the 60 observations of the video-taped care episodes. Study 1 and 2 were conducted 
with residents living in the nursing home for a longer time. As shown in Table 1, study 
3, 4, and 5 were based on a third sample, including 75 nursing home residents. This 
sample of recently admitted residents was followed longitudinally in three measurement 
waves: at 6 weeks, 5 months and 8 months after moving into the nursing home. In study 
3 (n=36), observer rated video-recordings of need fulfillment were compared to the ratings 
of residents concerning need fulfillment in general, in the caring relationship, and during 
the video-observation. Also depressive feelings and satisfaction with life were measured. 
Table 1. Overview of the main study variables used in the present thesis
Sample 1 
(N=88)
Sample 2 
(N=20)
Sample 3  
(N=75)
Study 1  
(Ch. 2)
Study 2  
(Ch. 3)
Study 3  
(Ch. 4)
Study 4  
(Ch. 5)
Study 5  
(Ch. 6)
Need Fulfillment
In general (R) X X X
In the caring relationship (R) X X X
During videotaped morning care (O) X X
During videotaped morning care (R) X
Need importance (R) X X
Well-being
Depressive feelings (R) X X X X
Satisfaction with life (R) X X X
Positive affect (O) X
Depressed affect (O) X
Negativity (O) X
Note: (R) = Resident-rated, (O) = Observer-rated
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In study 4, the importance attached to autonomy, relatedness, and competence was 
measured (n=75) and compared to residents’ experienced fulfillment of the needs in the 
caring relationship (n=35). In study 5, need fulfillment in general, the attached importance to 
the needs, and depressive feelings were measured in wave 1 (n=73), 2 (n=37) and 3 (n=23). 
In all three samples of the thesis sociodemographic variables, health variables, cognitive 
functioning and personality were also measured.
Outline of the thesis
The five empirical studies included in the present thesis are described in five separate chapters. 
The first study (Chapter 2) used self-reports of residents to investigate the main assumption 
of the thesis, that need fulfillment in the nursing home is related to residents’ well-being. The 
relationship between perceived need fulfillment in the caring relationship, perceived need 
fulfillment in general, and subjective well-being (depressive feelings and life satisfaction) was 
examined. The second study (Chapter 3) examined the relationship between observed need 
support by staff and resident well-being in an observational study on the quality of caring 
relationships. The three studies based on the longitudinal sample are described in the three 
following chapters. Study 3, described in Chapter 4, was based on the first measurement 
wave and examined whether the resident perspective and the perspective of trained observers 
on need fulfillment are comparable and which measure of need fulfillment was best related 
to residents’ subjective well-being. Study 4, reported in Chapter 5, was also based on the 
first measurement wave and focused in more detail on the resident perspective. Qualitative 
data were used to illustrate the importance attached by residents to the needs of autonomy, 
relatedness, and competence, and the extent to which they perceived these needs to be 
fulfilled in the caring relationship. Furthermore, this study explored discrepancies between 
the importance attached to the needs and the perceived fulfillment of the needs, as well as 
the possible role of resident characteristics. Study 5 (described in Chapter 6) was based on 
data from waves 1, 2, and 3, and concerned the relationship between need fulfillment, need 
importance and depressive feelings over time. Finally, in Chapter 7 a summary of the results 
of the different studies is given, followed by the main conclusions and a general discussion.
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ITS RELATION WITH WELL-BEING OF RESIDENTS 
IN SOMATIC NURSING HOMES
Custers, A. F. J., Westerhof, G. J., Kuin, Y.,  
& Riksen-Walraven, J. M. A. (2010). Need fulfillment in caring 
relationships: Its relation with well-being of residents  
in somatic nursing homes. 
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ABSTRACT
Quality of life and well-being in nursing homes are becoming more important in research 
and practice. Based on Self-Determination Theory, this study examined the contribution of 
need fulfillment in the caring relationship to residents’ subjective well-being. It was expected 
that the relation of need fulfillment in the caring relationship with well-being is mediated by 
need fulfillment in general. During structured interviews with 88 residents of somatic nursing 
homes (mean age 78.6), perceptions of need fulfillment in the caring relationship, need 
fulfillment in general, and two components of subjective well-being - i.e., depressive feelings 
and life satisfaction - were measured. The hypotheses were tested using hierarchical multiple 
regression analyses and mediational analysis. As expected, need fulfillment in the caring 
relationship was related to lower levels of depressive feelings and more life satisfaction. Need 
fulfillment in general mediated the relation of need fulfillment in the caring relationship with 
depressive feelings. The results suggest that high quality caring relationships contribute to the 
need fulfillment of residents and to their well-being. The quality of caring relationships is thus 
an important topic for further research. The field may especially benefit from longitudinal 
studies and studies that use observations of the caring relationship in addition to self-reports.
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INTRODUCTION
Quality of life and well-being in nursing homes are becoming more important in both research 
and practice. Recently, a change can be noticed from a focus on good quality of care to a 
focus on good quality of life in long-term care (Actiz, 2007; Gerritsen, Steverink, Ooms, & 
Ribbe, 2004; Kane, 2001, 2003). Although this change in nursing home practice considers 
all care receivers, research in nursing homes focuses mostly on people with dementia (e.g., 
Ballard et al., 2001; Dröes et al., 2006). Research on quality of life in somatic nursing homes 
(nursing homes for physical illness) is still scarce. The term quality of life embraces different 
components, for example safety and security (Faulk, 1988), quality of environment, and 
physical well-being (Hughes, 1990). However, the focus of this paper is on subjective well-
being as the outcome for residents. 
A recent study by O'Rourke et al. (2009) compared the psychological well-being of nursing 
home residents with and without significant cognitive loss. The study showed that depressive 
symptoms increased, whereas life satisfaction decreased over time among those without 
significant cognitive loss. As regards the Netherlands, research showed alarming figures: the 
incidence of depressive symptoms in Dutch nursing home residents is three to four times 
higher than in the older population at large (Jongenelis et al., 2004). This is in contrast 
with gerontological studies that show older adults in general to adapt to changes in their 
lives and with that maintain high levels of well-being (Westerhof, Dittmann-Kohli, & Bode, 
2003). The frail physical condition of somatic nursing home residents might partly explain 
the high depression rates (e.g., Borglin, Jakobsson, Edberg, & Hallberg, 2005). However, it 
is still unclear what causes individual variations in the well-being of this population. In this 
article we will study the possible contribution of the relationship with the nursing staff to 
the well-being of nursing home residents. Before describing the empirical study, we will first 
summarize the results of earlier studies on the importance of interactions between residents 
and nursing staff. Next, we will highlight how Self-Determination Theory (Ryan & Deci, 2001; 
2002) – that serves as the theoretical foundation for our study – can be used to improve our 
understanding of well-being in nursing homes. 
Caregiving relationships in nursing homes
Due to the frail situation of the population of somatic nursing homes, the living environment 
is a possible key factor in contributing to the well-being of residents (Lawton, 1983). Within 
the physical and architectural characteristics of the nursing home, daily interactions with 
other people contribute to the individual development of residents (Bronfenbrenner & Morris, 
1998; Peace, Wahl, Mollenkopf, & Oswald, 2007). In addition to the relationship with family 
and other residents, the relationship with nursing staff seems crucial because of its positive 
relation with the residents’ well-being (Bitzan & Kruzich, 1990). This makes the quality of the 
caring relationship of great potential importance in the satisfaction of residents’ individual 
needs (Umoren, 1992). 
A number of studies on daily care giving interactions with residents suffering from 
dementia have been conducted (Hertogh, The, Miesen, & Eefsting, 2004; Kitwood, 1997; van 
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Weert et al. 2005; Ward et al., 2008), but there is a lack of such research in somatic nursing 
homes (Westerhof & Tulle, 2007). The main exceptions are the studies of Margret Baltes 
(1996), the work of sociolinguists (Williams & Nussbaum, 2001), and studies on interactions 
in nursing care (Caris-Verhallen, Kerkstra, van der Heijden, & Bensing, 1998; Gubrium & 
Holstein, 1999). 
Baltes and her colleagues identified a behavioral system which might be responsible 
for dependent behavior in residents. The ‘independence-ignore’ and ‘dependency-support’ 
scripts were found to characterize the interaction between staff and residents: residents’ 
displays of independence in personal care and social behavior were largely ignored, whereas 
the need for assistance with personal care was rewarded with high levels of interaction. 
Williams and Nussbaum (2001) gave an overview of sociolinguistic studies that 
focused on ‘overaccomodation’, i.e., the overplaying of communicative styles relative to 
the needs of the other person. A type of overaccomodation that is often used by nursing 
staff is ‘secondary babytalk’, which is characterized by little eye contact, a high pitch and 
exaggerated intonation, and a directive or childish way of speaking (Caporael, 1981; 
Caporael, Lukaszewski & Culbertson, 1983). A study by Sachweh (1998) in German nursing 
homes showed that nurses, mainly the middle-aged female staff, frequently use secondary 
baby talk. For example, a high pitch was present in more than 50% of the conversations and 
exaggerated intonation in 46%. Other strategies of secondary baby talk were even more 
often used: in over 70% of the conversations nurses repeated residents’ words and in over 
75% of the conversations they repeated their own words. The use of ‘we’, referring either 
to the nurse or the resident alone, was found in more than 65% of the conversations. In 
general, recipients of secondary baby talk were very dependent, female, and either very well 
or very little liked by the nurses. About 84% of the recipients seemed to tolerate or even like 
secondary baby talk.
Gubrium and Holstein (1999) also analyzed conversations in nursing homes. They found 
that most conversations include so-called ‘body talk’. The content of the interactions is often 
task or body related, whereas social interactions are mostly absent. The authors conclude 
that residents are often seen as ‘a body’ instead of the person behind it. By contrast, a Dutch 
study on verbal communication between staff and somatic patients found a high amount of 
socio-emotional communication concerning personal talk, jokes, and other affective behavior 
(Caris-Verhallen et al., 1998). The authors reported this result to be inconsistent with findings 
from previous international studies in nursing care for the elderly, which showed most of 
the nurse-patient interactions to be task-related and the amount of social interaction to be 
limited. The authors explain their findings by the fact that most residents had been receiving 
care for more than a year, and that task-oriented communication was probably replaced by 
socio-emotional communication in the course of time.
The reported studies show diverse findings with respect to the quality of interactions 
between residents and nursing staff. Therefore, more research into the quality of interactions 
in the caring relationship is needed. The focus of previous studies was on the content of the 
communication, whereas we would also like to focus on the outcome for the residents. The 
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above observational studies demonstrate great variation in the quality of caring interactions, 
but their effect on the well-being of residents remains unclear. In this paper, we aim to 
enhance the understanding of the relation between the caring relationship and well-being 
of residents using subjective ratings of well-being based on a social-psychological model on 
self-determination.
Self-determination theory 
Self-Determination Theory (Ryan & Deci, 2001; 2002) is a theory on motivation that considers 
human beings as actively engaged, growth-oriented organisms in their social contexts. In 
this theory, three universal basic psychological needs are distinguished which are important 
for psychological growth and well-being. Competence refers to the perception that one’s 
behavior results in the intended outcomes and effects. Relatedness refers to feeling connected 
to others or having a sense of belongingness. Autonomy refers to the experience that one 
can choose activities, make decisions, and regulate behavior in accordance with one’s goals. 
The perceived fulfillment of the three basic needs is thought to provide the background 
for further individual development. Research concerning the three basic needs has been 
conducted in different social settings and shows fulfillment of these needs to be related to 
higher levels of well-being (Ryan & Deci, 2002). 
In a somatic nursing home, need fulfillment is difficult to achieve. Residents have 
been confronted with often sudden physical limitations and a consequent dependency on 
others, which may influence their feeling of competence. The fulfillment of the need for 
relatedness is also under strain, due to the changed social situation: married people are 
often separated from their partner and visiting friends and family becomes more difficult. 
Research showed 38.5% of residents of Dutch somatic nursing homes to be unsatisfied with 
the frequency of meeting friends and family and almost half of the residents to perceive their 
social contacts as superficial (de Klerk, 2005). The need for autonomy is also under pressure 
in an institutionalized environment: only 55% of the residents of Dutch somatic nursing 
homes can decide for themselves at what moment to use the toilet and only 27% when to 
receive personal care (de Klerk, 2005). An important question remains whether these low 
levels of need fulfillment are related to low levels of well-being. Although some aspects 
of need fulfillment have been found to be related to well-being in nursing homes before 
(Kasser & Ryan, 1999; O’Connor & Vallerand, 1994; Vallerand, O’Connor & Blais, 1989), 
no systematic research including all of the three basic needs has been conducted yet. In the 
present study, we investigate the fulfillment of the three basic psychological needs in nursing 
home residents. 
The present study
According to Self-Determination Theory, the fulfillment of the three basic needs is highly 
influenced by the social context (Ryan & Deci, 2002). We argue that nursing staff forms a 
crucial social-contextual factor in the daily life of residents and therefore in the fulfillment of 
residents’ needs. The aim of this study was to investigate the association of need fulfillment in 
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the caring relationship to residents’ subjective well-being. The first hypothesis was that need 
fulfillment in the caring relationship contributes to nursing home residents’ subjective well-
being. In addition, we hypothesized this relation to be mediated by need fulfillment in general. 
In other words, we expected greater need fulfillment in the caring relationship to contribute 
to the residents’ need fulfillment in general which, in turn, would be associated with higher 
levels of well-being as reflected in less depressive feelings and more life satisfaction.
METHOD
Procedure
In the Netherlands, three types of nursing homes exist: those for somatic patients, those for 
psychogeriatric patients, and combined types with separate units for both groups (Ribbe, 
1993). In this study only combined homes participated, therefore we refer to the somatic care 
units within these homes. Possible respondents of this study included residents living in seven 
long-term care units for somatic patients. Nursing home units for specific disease categories 
and rehabilitation were excluded. Inclusion criteria were based on the procedures from the 
Amsterdam Groningen Elderly Depression Study (Smalbrugge et al., 2006): participants had 
to be aged 5 years and over, speakers of Dutch, without communication problems due to 
severe aphasia or hearing loss, and without severe cognitive impairment (Mini Mental State 
Examination Score >15). After receiving permission from the management of the nursing 
homes, the inclusion of individual residents was discussed with the involved psychologist 
or unit manager. The residents who fitted the inclusion criteria received written information 
concerning the research. One or two weeks later, research assistants visited the residents to 
explain the aim of the project and answer possible questions. Written informed consent was 
received from the participating residents. 
During a visit of a trained research assistant to the nursing homes, data were collected 
using questionnaires for the residents. The questionnaires were presented verbally and the 
answers to the questions were written down by the research assistant during the interview 
with the residents. Filling in the questionnaires with the residents took on average 45 minutes. 
Participants
Eighty-eight residents participated in this study (age 55-97, mean 78.6 years). Sixty-three 
percent of the residents in the sample were female. Concerning marital status, 31.8% of the 
residents had a partner, 45.5% were widowed, 10.2% were unmarried, and 12.5% were 
divorced. Furthermore, 85% of the residents had one or more children. In terms of education 
level, most residents had 10 years education or less (77.2%). 
As regards the health condition of the sample, almost 20% of the residents rated their 
health to be ‘bad’ or ‘very bad’, 50% rated their health to be ‘moderate’, and about 30% 
rated it ‘well’ or ‘very well’. Concerning ADL (activities of daily living) restrictions, almost 
80% of the residents needed help with getting in and out bed, 75% needed help with 
getting on and off the toilet, and 83% needed help with dressing. Close to 60% needed help 
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with standing up and sitting down, 25% needed help with washing their face and hands, 
and almost 7% needed help with eating and drinking. 
The sample characteristics generally correspond with those reported in a representative 
study of the situation of residents living in Dutch somatic care institutions (de Klerk, 2005). 
With the exception that, in our sample, more participants were able to independently eat and 
drink (93.2% versus 83.9%), wash their face and hands (75.0% versus 60.4%), and stand up 
and sit down (40.9% versus 31.4%) as compared to the representative sample. 
Measures (1): Need fulfillment and well-being
Subjective well-being was measured using an affective and a cognitive-evaluative component, 
in line with prior work on this topic (Diener, Suh, Lucas, & Smith, 1999). The first was the 
Dutch 8- item version of the Geriatric Depression Scale (GDS; Jongenelis et al., 2007). This 
nursing home version mainly contains items formulated in terms of positive and negative 
feelings rather than cognitions. Items were answered with ‘yes’ or ‘no’ and a sum score 
between 0 and 8 was computed with higher values indicating more depressive feelings. The 
cognitive component, the Dutch version of the 5-item Satisfaction With Life Scale (SWLS; 
Pavot & Diener, 1995; Steverink, Bode, Westerhof, & Dittmann-Kohli, 2001), was answered 
on a 5-point likert scale from strongly disagree to strongly agree. The mean across the five 
items was computed with higher scores indicating higher life satisfaction. In the study sample, 
alpha reliability coefficients for the scales were .75 and .69, respectively. 
Residents’ perceptions of need fulfillment in the caring relationship were measured 
with the 9-item Basic Need Satisfaction in Relationships Questionnaire (LaGuardia, Ryan, 
Couchman, & Deci, 2000). The scale was translated into the Dutch language and back into 
English to ensure equivalence. This scale measures fulfillment of the needs of autonomy, 
relatedness and competence with 3 items each. Items were answered on a 7-point likert scale 
from ‘not at all true’ to ‘very true’. Examples of items are, ‘When I am with someone of the 
nursing staff, I have a say in what happens, and I can voice my opinion’ (autonomy), ‘When I 
am with someone of the nursing staff, I feel loved and cared about’ (relatedness) and ‘When I 
am with someone of the nursing staff, I feel very capable and effective’ (competence). Factor 
analyses showed a one-factor solution for this scale, explaining 36.8% of the variance, with 
all items loading higher than .35. The alpha coefficient for this scale was .75; leaving out items 
did not result in a higher reliability coefficient. The mean was therefore computed across all 
nine items: higher scores indicate more need fulfillment in the caring relationship.  
 Residents' perceptions of need fulfillment in general were measured with the 21-item 
Basic Need Satisfaction in Life Scale (Gagné, 2003), translated into Dutch and translated 
backwards into English. Items were answered on a 7-point likert scale from ‘not at all true’ 
to ‘very true’. Examples of items are: ‘I feel like I am free to decide for myself how to live 
my life’ (autonomy), ‘I really like the people I interact with’ (relatedness), and ‘People I know 
tell me I am good at what I do’ (competence). The one-factor solution for this scale, with all 
items loading higher than .35, explained 21.9% of the variance. The alpha coefficient for 
the total scale was .80; leaving out items did not result in a higher reliability coefficient. The 
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average need fulfillment across all items was computed with higher scores indicating more 
need fulfillment in general.
Measures (2): Control variables
Subjective health was assessed by asking the participants to rate their overall health on a 
five-point scale from ‘very poor’ to ‘very good’. 
Functional impairment was measured using six items of a scale measuring limitations in 
activities of daily living (Groningen Activity Restriction Scale; Kempen, Doeglas & Suurmeijer, 
1993), which were also used by de Klerk (2005). Participants rated items on eating/drinking, 
dressing, washing and mobility on a 4-point scale from ‘yes, I can do it fully independently 
without any difficulty’ to ‘no, I cannot do it fully independently, I can only do it with someone’s 
help’. Alpha reliability coefficient for this scale was .80. The average score was computed 
across the items with a higher score indicating more limitations. 
Personality traits were measured using the subscales ‘Neuroticism’ (6 items) and 
‘Extraversion’ (6 items) of the Quick Big Five (Goldberg, 1992; Vermulst & Gerris, 2006). 
Only these two traits were measured because they are more often found to be related to 
well-being than the other traits (DeNeve & Cooper, 1998; Steel, Schmidt, & Shultz, 2008). 
Alpha reliability coefficients for the subscales were .77 and .62, respectively. The mean was 
computed for each trait, with higher scores indicating more neuroticism or extraversion. 
Socio-demographic variables included age, gender, ethnicity, level of education, marital 
status, number of children, religion, length of stay in nursing home, reason for moving into 
the nursing home and stressful life events in the past 12 months. 
Plan of analysis
The analysis proceeded in several steps. Before testing the hypotheses, we first identified 
possible confounders, i.e., those control variables that correlated significantly with need 
fulfillment (in the caring relation or in general) as well as with subjective well-being (depressive 
feelings or satisfaction with life). 
Next, we tested our first hypothesis – that need fulfillment in the caring relationship 
contributes to subjective well-being – in two hierarchical regression analyses: one for 
depressive feelings and one for satisfaction with life as the dependent variable. In both 
analyses, the possible confounders were entered as control variables in the first block, and 
need fulfillment in the caring relationship was entered as predictor in the second block.
The second hypothesis – that need fulfillment in general mediates the relation between 
need fulfillment in the caring relationship and well-being – was tested using mediational 
analysis following Baron and Kenny (1986). According to their procedure, three conditions 
have to be met in a series of regression models in order to establish mediation: (1) the 
predictor is significantly associated with the outcome, (2) the predictor is significantly 
associated with the mediator, and (3) the mediator is significantly associated with the 
outcome when controlling for the predictor. Mediation exists when – in multiple regression 
analysis – the effect of the predictor on the outcome is shown to decrease when the mediator 
25
Need fulfillment in relation to well-being
2
is also entered as a predictor in the regression equation. In addition to Baron and Kenny’s 
procedure, we conducted an extra step in the mediational analysis, using bootstrapping 
procedures (n = 5000 bootstrap resamples) in order to assess the indirect effect of the 
mediational pattern, outlined by Preacher and Hayes (2004). As prescribed, mediation exists, 
when the 95% confidence interval of the estimated indirect effect does not include zero. 
RESULTS
Preliminary analyses
Table 1 presents descriptive statistics and intercorrelations for the main study variables. As 
shown in the table, the average scores for need fulfillment in the caring relationship and for 
need fulfillment in general were 5.7 and 5.0, respectively, which is relatively high given that 
both were rated on a scale from 1 to 7. The mean score for depressive feelings was 2.4 on 
a scale from 0 to 8. Based on a GDS cut-off score of 2/3 (Jongenelis et al., 2007), 39.8% 
of the residents had an indication for depression. The mean score for satisfaction with life, 
measured on a scale from 1 to 5, was 3.47, indicating that the residents were moderately 
satisfied with their lives. The correlations between need fulfillment and well-being presented 
in Table 1 were in line with our hypotheses. 
Three of the control variables described in the method section were possible confounders 
in the relation between need fulfillment and depressive feelings: neuroticism, extraversion, 
and subjective health. More neuroticism was related to less need fulfillment in the caring 
relationship (r =-.34, p<.01) and to need fulfillment in general (r = -.48, p<.01) as well as 
to more depressive feelings (r =.42, p<.01). More extraversion was related to more need 
fulfillment in the caring relationship (r =.35, p<.01) and to need fulfillment in general (r =.56, 
p<.01) as well as to less depressive feelings (r =-.28, p<.01). Moreover, a better subjective 
health was related to more need fulfillment in the caring relationship (r =.20, p<.05) as well 
as to less depressive feelings (r =-.30, p<.01). For the relation between need fulfillment and 
satisfaction with life no confounders were detected. 
Table 1. Descriptive statistics and correlations between the main study variables
Variables Mean SD Range 1 2 3 4
Need fulfillment
1. Relationship 5.70 .95 2.22-7.00
2. General 5.00 .83 2.74-6.79 .57**
Well-being
3. Depressive
feelings
2.40 2.14 0.00-8.00 -.40** -.53**
4. Satisfaction 
with life
3.47 .88 1.40-5.00 .30** .31** -.51**
** p < .01
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Answering the research questions
Our first research question was whether residents’ need fulfillment in the caring relationship 
contributes to their subjective well-being as reflected in depressive feelings and life 
satisfaction. Table 2 presents the results of the first hierarchical regression analysis, with 
depressive feelings as the dependent variable and the three potential confounders entered 
in the first step as control variables. The final model – depicted in Table 2 – was significant 
F (4,86)= 28.83, p <.001; the adjusted R2 for the first step is .21; need fulfillment in relations 
adds a significant increase in adjusted R2 of .05). As shown in Table 2, need fulfillment in the 
relationship contributed significantly to the prediction of depressive feelings, over and above 
the contribution of subjective health and neuroticism. 
The contribution of need fulfillment in the relationship to the second measure of well-
being, i.e., life satisfaction, was examined using simple linear regression because no potential 
confounders were detected. The results of the regression analysis show that need fulfillment 
in the relationship significantly predicted satisfaction with life (β= .27, p<.01). Taken together, 
the results of the two regression analyses support our first hypothesis. 
Our second research question was whether the relation of need fulfillment in the 
caring relationship with subjective well-being was mediated by need fulfillment in general. 
Following the described mediation analysis procedure with depressive feelings as the 
outcome, the three conditions for mediation were met. Need fulfillment in the caring 
relationship significantly predicts depressive feelings (condition 1), the mediator need 
fulfillment in general is significantly associated with need fulfillment in the caring relationship 
(condition 2) and the mediator need fulfillment in general significantly affects depressive 
feelings (condition 3). When need fulfillment in general was controlled for in the regression 
equation for the prediction of depressive feelings from need fulfillment in the relationship, 
the contribution of need fulfillment in the relationship to depressive feelings dropped to 
a nonsignificant level (β=-.10, p=.38). The contribution of need fulfillment in general to 
Table 2. Regression results for the prediction of depressive feelings (final model)
Variable B SE B ß
Block 1
Subjective health  .49 .24  .20*
Neuroticism  .38 .17  .26*
Extraversion -.10 .15 -.08
Block 2
Needs in relationship -.55 .23 -.24*
Adjusted R² final model = .26
* p < .05
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depressive feelings was significant (β=-.39, p<.01). The bootstrapping analyses showed that 
the indirect effect is significant (with a 95% confidence interval between -.6759 and -.1154) 
Thus, need fulfillment in general mediates the relation between need fulfillment in the caring 
relationship and depressive feelings. This mediation effect is illustrated in Figure 1. 
Figure 1. The mediation effect of need fulfillment in general in the relation between need fulfillment 
in the caring relationship and depressive feelings
Note: 
The figure shows the B-values after controlling for confounders
1Before including mediator
2After including mediator
* p < .05 ** p < .01
When the same procedure was followed for the second measure of well-being, i.e., life 
satisfaction, conditions 1 and 2 were met. Need fulfillment in the caring relationship 
significantly predicts satisfaction with life (condition 1), the mediator need fulfillment in 
general is significantly associated with need fulfillment in the caring relationship (condition 2). 
The third condition was not met, as need fulfillment in general was not significantly related 
to life satisfaction when controlling for need fulfillment in the caring relationship (β= .23, 
p= .11). Thus, need fulfillment in general did not mediate the relation between need 
fulfillment in the caring relationship and life satisfaction, indicating that need fulfillment in 
the caring relationship is independently related to life satisfaction. 
DISCUSSION
The purpose of this study was to examine the contribution of need fulfillment in the caring 
relationship to residents’ subjective well-being and to investigate the mediating role of need 
fulfillment in general. The results show that need fulfillment in the caring relationship is 
related to both aspects of well-being – i.e., depressive feelings and life satisfaction. Need 
fulfillment in general mediates the relation of need fulfillment in the caring relationship with 
depressive feelings. 
 
Need fulfillment in 
general 
Depressive                 
feelings 
Need fulfillment in the 
caring relationship 
B=.33* B=-1.02** 
 
B=-.55*1/ B=-.222 
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The well-being ratings show that a considerable proportion of the participants had an 
indication for depression (39.8%). This proportion is comparable to the proportion found in a 
large-scale study in Dutch nursing homes with the 30-item version of the Geriatric Depression 
Scale, where 44.3% of the participants had an indication for depression (Jongenelis et al., 
2004) and a study in Great Britain by Mozley et al. (2004) with the GDS-15, where just 
under 45% were depressed. As regards life satisfaction, we compared the ratings from our 
participants to those in a sample of independently living elderly (75-85 years) from the Dutch 
Aging Survey (Steverink et al., 2001). The comparison demonstrated that the residents in our 
sample rated their life satisfaction significantly lower than the elderly from the Dutch Aging 
Survey (Mpresent sample= 3.47, SD = 0.89; MDutch Aging Survey = 3.94, SD = 0.69; t(376) = 4.86, p<.001). 
We can thus conclude that the well-being of the participants of our study is impaired. 
It is a remarkable finding that the subjective ratings of the residents concerning need 
fulfillment were relatively high, especially for need fulfillment in the caring relationship. This 
finding is in apparent contrast to the results of observational studies that showed that staff 
largely ignored the socio-emotional needs and independency of residents (Baltes, 1996; 
Gubrium & Holstein, 1999; Sachweh, 1998; Williams & Nussbaum, 2001). 
There are three possible explanations for the relatively high level of self-reported need 
fulfillment that we found in the present study. The first explanation is that older residents 
are hesitant to criticize their caregivers possibly due to the dependent position they are in. 
This is in line with a previous study by Mozley et al. (2004), where many residents were 
reluctant to complain or criticize their care (p. 84) as well as previous population studies 
reporting that elderly are more likely to express satisfaction with their health care than other 
age groups (Pope & Mays, 1993). Similarly, older persons have been found to be reluctant 
to voice their dissatisfaction concerning unmet needs to their general practitioner (Owens 
& Batchelor, 1996). However, De Klerk (2005) found rather low levels of satisfaction, asking 
residents of somatic nursing homes about daily situations like whether or not they can decide 
for themselves when to use care. Whereas on a more general level, individuals might be 
more satisfied with the caring relationship (“they are so sweet”), they might be less satisfied 
with specific aspects. Therefore, we would suggest an adaptation of the questionnaires to 
concrete daily situations of the residents. 
A second explanation might be that the residents lived for a longer time in the nursing 
home (36 months on average). As suggested by Caris-Verhallen et al. (1998) this might 
have influenced the communication with the nursing staff in a positive way. Furthermore, 
residents might have lowered their expectations over time. Older people in residential homes 
have been found to have low expectations concerning independency, freedom of choice 
and personal life style (Kardol, 2004). This might be an accommodative strategy to maintain 
well-being in situations where individuals experience low levels of control (Brandstädter & 
Rothermund, 2002). However, we did not find a relation of length of stay in the nursing 
home with need fulfillment in the caring relationship (r =-.01, p =.90) and need fulfillment 
in general (r =.07, p =.52). 
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The third explanation is that need fulfillment is possibly higher in Dutch nursing homes, 
compared to other countries. Ribbe et al. (1997) compared nursing home care in 10 nations 
and reported that the Netherlands show high institutionalization rates. Admission to a 
nursing home requires approval of the Regional Central Indication Committee for Care 
and all nursing home expenses are paid under the Capital Act AWBZ (Exceptional Medical 
Expenses Act). This act regulates care standards, monitored by regional health inspectors, 
resulting in a relatively high quality of care in nursing homes (Ribbe, 1993). Also, nursing 
homes are not primarily disease-oriented, but focus on the residents’ total functioning and 
well-being (Ribbe, 1993). This becomes visible in the holistic vision on care of most nursing 
homes, in which multidisciplinary working is central. The care giving staff works together 
with, among others, nursing home physicians, psychologists, physiotherapists and social 
workers. Due to these aspects there might be more attention for residents’ psychological 
needs for relatedness, autonomy and competence in Dutch nursing homes. 
Although more and more nursing homes point out that they focus on the quality of life and 
well-being of residents, it remains difficult to support need fulfillment of individual residents 
due to the variety of factors that influence this need fulfillment. The caring relationship is a 
crucial factor in the support of residents’ needs, but can only be seen in a broader context 
(see, e.g., Bronfenbrenner, 1979). A lot of factors, including characteristics of the residents 
and the staff members, the culture of the nursing home and, as mentioned before, the care 
system of a country might play a role in the need fulfillment of residents. In this study we 
took a number of resident characteristics into account, however we did not have information 
concerning caregiver characteristics like education or workload, and about the culture of the 
different homes that participated. Future research should also address these factors. 
Because the caring relationship is embedded in the organization of a nursing home, 
homes should provide a framework for nursing staff which facilitates them in supporting the 
needs of residents. Staff should be educated to invest in constructing a good and responsive 
relationship with residents. Furthermore, the organization of the nursing home should 
pay attention to autonomy on a broader level. Fixed toilet and care routines, for example, 
could hinder the fulfillment of autonomy, while involving the residents in conversations 
about organizational aspects supports this need. Concerning the need for competence it 
is important to stimulate what residents are still able to do, instead of focusing on their 
disabilities. A study of Mozley et al. (2004) shows occupation to be related to quality of 
life and depression. A whole range of activities such as playing cards, helping with meal 
preparation, and participating in discussion groups seem to improve well-being and mood 
of older people in care (Mozley, 2001). The activities should suit residents’ expectations, 
preferences and capacities (Mozley et al., 2004, p. 205). This preferable match between 
individual preferences and their environment (Lawton, 1983) should hold true for all of the 
three needs discussed in this study. 
Given the cross-sectional design of the study, the results do not permit to infer a causal 
relation between need fulfillment and well-being. The possibility remains that residents who 
are more depressed or less satisfied report lower degrees of need fulfillment. Longitudinal 
30
studies can help disentangle these causal relations. Besides, they could shed light on individual 
fluctuations of need fulfillment and well-being, and factors that explain these fluctuations 
over time, like changes in communication patterns or in expectations concerning need 
fulfillment. Also the focus of future research should be on both self-reports and observational 
studies in order to investigate possible discrepancies between subjective and objective ratings 
of need fulfillment and well-being. 
Despite the limitations, the present study contributes to our understanding of need 
fulfillment in relation to the well-being of elderly nursing home residents. The results suggest 
that the caring relationship contributes to the need fulfillment of residents and their well-
being. Because of the influence of nursing staff on residents’ well-being, further research 
on the relationship between resident and nurse is important, in particular when combining 
observations and self-reports in a longitudinal design. Such a study is currently being carried 
out at our department. 
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ABSTRACT
Quality of life and well-being in nursing homes are becoming more important in research 
and practice. One of the main influences on residents’ well-being is the interaction with their 
professional caregivers. The purpose of this study was to explore to what extent caregivers 
support residents’ needs of relatedness, autonomy and competence, and how this need 
support is related to residents’ well-being and to characteristics of residents and caregivers. 
In this observational and correlational study residents and their professional caregivers of four 
nursing homes in the Netherlands participated. Three video-observations of each resident 
(with different caregivers) were made during morning care. Additional data were collected by 
means of questionnaires. The results show that residents’ needs were, on average, moderately 
fulfilled during care interactions. More need support by caregivers was related to higher 
resident well-being as observed during morning care. Caregivers provided more need support 
to residents with stronger functional impairments. More need support was provided by higher 
educated caregivers and caregivers in higher job functions. The results show the importance 
of need support for residents’ situational well-being, but the contribution to residents’ 
general subjective well-being remains unclear. Further (longitudinal) research is needed to 
investigate changes in well-being over time. Possible differences between subjective ratings 
and observations of need support and well-being should be taken into account as well. 
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INTRODUCTION
Interaction between nursing home residents and their professional caregivers is an important 
topic in the quality of care for older adults. Due to their frailty, residents’ daily well-being 
depends for a large part on interaction with and support from staff. Over the last years, 
several studies on daily caregiving interactions in nursing homes have been conducted (e.g., 
Finnema et al., 2005; Ward et al., 2008; van Weert et al., 2005). An important development 
has been the person-centered approach in which the individual resident with his or her 
experiences and emotions is central (e.g., de Lange, 2004; Kitwood, 1997; Woods, 2001). 
However, the studies focused mostly on residents suffering from dementia. Only few pay 
attention to the group of somatic patients, i.e., residents with physical illness and relatively 
intact cognition. These residents require a different approach than residents with dementia 
because of their higher cognitive skills. Therefore, we aim to obtain an insight in the quality 
of daily care interactions between staff and physically impaired residents.
Our study is based on self-determination theory, which holds that an individual’s well-
being depends on the fulfillment of his or her basic psychological needs (Ryan & Deci, 2001). 
This theory is applied here in an observational, correlational study concerning caregiver 
support of residents’ needs in relation to residents’ well-being. Before describing the study, 
we start with an outline of previous observational studies on resident-staff interactions in 
nursing homes, followed by a description of the theoretical background of the present study. 
Previous studies on interaction in long-term care 
Although most studies on interactions in nursing homes focus on residents with dementia, 
some (also) included patients without severe cognitive impairment. These will be discussed 
in this section. Based on her review of the literature, Grainger (2004) concluded that three 
main themes emerge from studies on communication and interaction with institutionalized 
older persons, namely absence of talk, task-oriented talk, and dependency-inducing talk. 
With respect to the first theme, she argues that “the knowledge that there is a paucity of 
social interaction in nursing homes for seniors should serve as a part of an entire picture in 
which any talk that does take place becomes all the more meaningful because of its rarity” 
(Grainger, 2004, p. 482). 
The second theme is that most interactions are centered on care tasks around the residents’ 
body. Grainger (2004) cited different studies dating from the seventies and eighties which 
concluded that staff-resident interaction is mostly task oriented. Studies from the nineties 
confirm that nursing care remains dominated by the biomedical model of ageing (Grainger, 
2004; Gubrium & Holstein, 1999). Other studies show more positive aspects of interactions. 
A Dutch study on verbal and non-verbal communication between staff and somatic patients 
found a high amount of socio-emotional communication including personal talk, jokes, and 
non-verbal affective behavior like smiling (Caris-Verhallen et al., 1998; Caris-Verhallen et al., 
1999a). Two recent studies in care homes also reported more nuanced results, namely that 
task-related and socio-emotional interactions may co-exist. Brown Wilson, Davies, and Nolan 
(2009) showed three types of relationships between staff and residents. Task-oriented talk 
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is central in pragmatic relationships, whereas responsive relationships focus on the resident 
as a person and reciprocal relationships include negotiation and compromise between needs 
of staff and residents. In a participant observation study, Ryvicker (2009) concludes that 
although objectification of residents is an aspect of nursing care, staff also try to diminish this 
pattern by talking with residents about their personal interests and life histories. 
A third theme in communication between residents and staff is the provoking of 
dependence in the older residents. Baltes (1996) identified a behavioral pattern which 
contributes to dependent behavior in residents. She discovered that ‘independence-ignore’ 
and ‘dependency-support’ scripts characterize the interaction between staff and residents: 
displays of independence in personal care and social behavior by residents were largely 
ignored, whereas the need for assistance was rewarded with high levels of interaction. 
Another way of provoking dependence in the elderly is infantilization which refers to 
treating residents as children and failing to recognize their life experience (Salari, 2002). 
This is found, for example, in so-called ‘secondary babytalk’. This kind of interaction is 
characterized by little eye contact, a high pitch and exaggerated intonation, and a directive 
or childish way of speaking (Caporael, 1981). Studies show that the prevalence of secondary 
babytalk is high in nursing homes (e.g., Caporael, Lucaszewski, & Culbertson, 1983; Caris-
Verhallen, Kerkstra, & Bensing 1997; Sachweh, 1998). 
A final aspect of interaction that can be seen as dependency inducing or autonomy 
restricting is lack of choice. A recent publication by Schnelle et al. (2009) focused on this 
aspect during morning care activities. It was found that staff failed to offer choice for at least 
one in three activities during morning care. 
The reported studies show diverse findings on different aspects of the quantity and 
quality of interactions between residents and nursing staff. Whereas these studies focused 
on specific behaviors, we would like to assess care interactions from a more comprehensive 
perspective that takes into account the total quality of interactions between staff and somatic 
nursing home residents. For this purpose we base our research on self-determination theory 
(Ryan & Deci, 2001; 2002), a basic psychological approach to the needs and well-being of 
the person. This approach enables the previously described aspects of interactions to be 
integrated within one observational, correlational study. 
Self-determination theory
Well-being is a complex construct that has been treated in different ways. Two approaches 
can be distinguished, namely the hedonic and the eudaimonic viewpoint (Ryan & Deci, 
2001). The hedonic viewpoint focuses on subjective well-being, which is formally defined 
as more positive affect, less negative affect, and greater life satisfaction (Diener et al., 
1999). The eudaimonic viewpoint focuses on meaning and self-realization and defines well-
being more broadly in terms of the fully functioning person (Ryan & Deci). In this study, we 
combine these two approaches. 
The authors of the self-determination theory (Ryan & Deci, 2001; 2002) state that 
three universal psychological needs are important for psychological growth and well-being. 
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The first one is relatedness and refers to feeling connected to others or having a sense 
of belongingness. Autonomy refers to the experience that one can choose activities, make 
decisions, and regulate behavior in accordance with one’s own individual goals. Competence 
refers to feeling effective in pursuing and achieving these goals. According to this theory, 
the fulfillment of the three basic needs is highly influenced by the social context. As nursing 
staff form one of the most significant aspects of the care environment, their interactions 
with residents are likely to have a strong influence, supporting or hindering the fulfillment 
of residents’ needs.
Quality of interaction and residents’ well-being
According to self-determination theory (Ryan & Deci, 2001), the fulfillment of the three basic 
needs provides the background for further individual development and well-being. Research 
based on this theory, conducted in nursing homes, shows the fulfillment of these three needs 
indeed to be related to residents’ well-being (Kasser & Ryan, 1999; O’Connor & Vallerand, 
1994). In our previous study (Custers, Westerhof, Kuin, & Riksen-Walraven, 2010) we asked 
residents about their need fulfillment in the relationship with their caregivers. They evaluated 
the fulfillment of relatedness, autonomy, and competence in the caring relationship rather 
high (M=5.7 on a scale from one to seven). We also found relationships between fulfillment 
of the three needs and residents’ well-being (depressive feelings and life-satisfaction). These 
studies investigated subjective need fulfillment in relation to residents’ well-being. However, 
the self-reports of residents might differ from less subjective measures due to, for instance, 
a reluctance to criticize their caregivers. In the present study we therefore investigate need 
fulfillment based on observation of video-taped caregiver-resident interactions. 
Quality of interaction and resident and caregiver characteristics
Insight in factors that are related to the quality of interactions is necessary if improvements 
are to be made. Caris-Verhallen, Kerkstra, & Bensing (1997) found in their review of literature 
that characteristics of the resident as well as the caregiver determine the quality or quantity 
of communication. Patient characteristics that seemed to be related to nurse-patient 
communication were level of mental alertness and level of physical ability. Concerning the 
caregivers, in particular job satisfaction and education were of importance. Job satisfaction 
was positively related to sensitivity to patients’ needs while training and education were 
related to the promotion of dignity, self-respect, choice and independence. A study by 
Davies, Slack, Laker, & Philp (1999) showed similar results: associations were found between 
educational preparation of staff and resident autonomy. In the present study we take a 
number of resident and caregiver characteristics into account.
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Aim of the study
The aim of this study was to explore the quality of daily care interactions between staff and 
residents in somatic nursing homes. The following three research questions were addressed: 
1. To what extent do caregivers support the nursing home residents’ needs for relatedness, 
autonomy and competence during care interactions? 
2. Is there a relationship between caregiver support of relatedness, autonomy and 
competence needs during interactions and residents’ well-being?
3. How are characteristics of residents and caregivers related to the support of relatedness, 
autonomy and competence? 
METHODS
Participants
In the Netherlands, three types of nursing homes exist: those for somatic patients, those for 
psychogeriatric patients, and combined types with separate care units for both groups (Ribbe, 
1993). In this study only combined homes participated, therefore we refer to the somatic care 
units within these homes. The respondents were residents and nursing staff of four nursing 
homes, living or working at long-term care units for somatic patients. There were 20 residents 
per unit, on average, with a staff-resident ratio of one caregiver per five or six residents during 
morning care. Residents of disease-specific and rehabilitation units were not included. Inclusion 
criteria were based on the procedures of the Amsterdam Groningen Elderly Depression Study 
(Smalbrugge et al., 2006): participants had to be aged 55 years and over, speakers of Dutch, 
without communication problems due to severe aphasia or hearing loss, and without severe 
cognitive impairment (Mini Mental State Examination Score >15). Ethical approval for the 
study was obtained from the Ethics Committee for Behavioral Scientific Research (ECG) of the 
Radboud University Nijmegen, which acts in accordance with Dutch legislation. After receiving 
permission from the management of the nursing homes, the inclusion of individual residents 
was discussed with the psychologist or manager of the care units involved. 
The residents who met the inclusion criteria received written information about the research. 
One week later, the first author visited them to explain the aim of the project and to answer 
questions about the study. After written informed consent was received from the participating 
residents, they completed a short questionnaire concerning socio-demographics. Of the 26 
approached residents, 20 (11 female, 9 male) were willing to participate in the study. The mean 
age of the residents was 79.1 years (range 55-93). The length of stay in the nursing home varied 
from one to 72 months, with a mean of 1.5 years. Main reasons for admission to the nursing 
home were stroke (30%), serious physical impairment due to old age (20%) and Parkinsons’ 
Disease (15%). Further physical syndromes were heart failure, muscular disease, and rheumatism. 
The unit managers informed the nursing staff about the project and handed them written 
information. The staff could ask questions about the study and the video-observations during a 
visit of the researcher. Written informed consent was received from all participating caregivers. 
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They also completed a short questionnaire concerning aspects of work. Forty caregivers were 
invited and 31 of them (30 female, one male) were willing to participate. Their mean age was 
38.7 years (range 20-60). On average they had 13.7 years of experience in the nursing home 
(range one month to 31 years) and they worked 28 hours a week (range 15 to 36 hours). 
Video recording procedure
The video-observations were collected during morning care, because this is the time of day 
which provides the most information regarding the quality of interaction between residents 
and staff (Van Weert et al., 2005). Interactions were recorded using a handheld camera. The 
duration of the interaction episodes varied from 10 to 40 minutes. At moments when the 
resident was undressed, the video camera was oriented on the residents’ head or on the 
caregiver. The residents were allowed to stop the video-taping at any moment they wished. 
This was done, for example, when going to the toilet. 
All 20 residents were videotaped on three occasions within a period of two weeks, each 
time with a different caregiver, resulting in a total of 60 video-observations. Nine caregivers 
were observed three times, 11 caregivers were observed twice and the remaining 11 
caregivers were observed once.
Measures 1: The observation scales
Self-determination theory has been applied to different settings and domains across the whole 
life span including parenting, organizational, institutional, and educational settings (Ryan & Deci, 
2002). As there was no tool available for studying interactions based on this theory, we adapted 
a model on interactions between caregivers and children (Erickson, Sroufe, & Egeland, 1985). This 
model shows high agreement with self-determination theory and has proven fruitful in various 
studies on interactions between children and their parents and professional caregivers (e.g., De 
Schipper, Riksen-Walraven, & Geurts, 2006; Van Bakel & Riksen-Walraven, 2002). 
Based on the literature on interactions as well as on clinical experience (first and second 
author) the 7-point rating scales for caregiver-child interactions were adapted to the situation in 
the nursing home. The resulting three 7-point rating scales for caregiver behavior in this study 
measure the degree to which the caregiver contributes to the fulfillment of residents’ three 
basic needs, i.e., relatedness, autonomy, and competence, during caregiving interactions. The 
scale support of relatedness reflects the extent to which the caregiver shows warm interest, 
makes conversation, and provides emotional support to the resident. The scale support of 
autonomy reflects the extent to which the caregiver respects the residents’ opinion, motives, 
and perspective, and supports the residents’ choices concerning, for example, the clothes he or 
she wants to wear. The scale support of competence reflects the extent to which the caregiver 
supports the resident in carrying out the morning routine as independently as possible, by 
adequately structuring the situation and by supportive behaviors such as handing a towel 
or asking the resident to help with washing or shaving. The three caregiver scales reflect the 
level of support provided for the resident’s needs: (1) very low, (2) low, (3) moderately low, (4) 
moderate, (5) moderately high, (6) high and (7) very high. Elaborated behavioral definitions of 
40
the scale points are given in the coding manual (Appendix 1). For example, a very low (1) score 
on support of competence is defined as: The caregiver gives no explanation or suggestions 
about the structure of the morning care. She starts without announcement and takes over all 
actions the resident is able to perform independently. 
Next to the three scales measuring caregivers’ supportive behavior, three scales 
measuring residents’ affect were developed by the authors for the purpose of the present 
study. Residents’ positive affect (enthusiasm, cheerfulness, enjoyment), depressed affect 
(fear, tension, sadness) and negativity (irritation, anger) were also rated on 7-point scales, 
with higher ratings indicating higher levels of the observed emotions during the care routine. 
The videotaped interaction episodes were independently rated by two observers (the first 
author and a master student) who had first been thoroughly trained together until reliability 
was reached. After observing an interaction episode, the observer rated the caregiver’s 
behavior and the resident’s affect on the six scales, based on their behavior/affect during 
the whole episode. Inter-rater agreement (based on 45 of the episodes), defined as the 
percentage of interaction episodes for which the scores of both raters agreed within one 
scale point, was as follows for the six scales: 87% for support of relatedness, 74% for 
support of autonomy, 83% for support of competence, 83% for positive affect, 78% for 
depressed affect and 93% for negativity. The interactions the observers disagreed on were 
observed once again together in order to determine the final ratings. 
Measures 2: Questionnaires
Residents’ subjective well-being was measured using an affective and a cognitive-evaluative 
component, congruent with prior work on this topic (Diener et al., 1999). The affective component 
of well-being was measured using the Dutch 8-item version of the Geriatric Depression Scale 
(GDS; Jongenelis et al., 2007). This nursing home version contains items formulated in terms of 
positive and negative feelings and asks residents how they felt during the past week. Items were 
answered with ‘yes’ or ‘no’ and a sum score between 0 and 8 was computed with higher values 
indicating more depressive feelings. Previous research showed this scale to have good reliability 
and validity (Jongenelis et al., 2007). In the present study, Cronbach’s alpha was .78. The cognitive 
component of well-being was measured with the Dutch version of the 5-item Satisfaction With 
Life Scale (SWLS; Pavot & Diener, 1993; Steverink et al., 2001), asking residents to evaluate 
their lives as a whole. Answers were given on a 5-point Likert scale from strongly disagree to 
strongly agree. The mean across the five items was computed with higher scores indicating higher 
life satisfaction. Previous research showed this scale to be a valid and reliable measure of life 
satisfaction (Pavot & Diener, 1993). In the present study, Cronbach’s alpha was .71.
Subjective health of the residents was assessed by asking them to rate their overall health on 
a 5-point scale from ‘very poor’ to ‘very good’. Residents’ functional impairment was measured 
using six items of a commonly used functional impairment scale measuring limitations in activities 
of daily living (Groningen Activity Restriction Scale; Kempen, Doeglas, & Suurmeijer, 1993). The 
residents rated the six items on eating/drinking, dressing, washing, and mobility on a four-point 
scale. Cronbach’s alpha for this scale was .74. The average score was computed across the items 
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with a higher score indicating more limitations. The residents’ level of education was rated on a 
9- point scale with a higher score indicating a higher level of education. 
The caregivers completed questionnaires to assess their experience on the current care unit 
(months), nursing home experience (years), number of working hours per week, level of education, 
job function, workload, and job satisfaction (questions derived from Landeweerd, Boumans, & 
Nissen, 1996). Caregiver level of education was rated on a 3-point scale: (1) low educational level, 
comparable to elementary and/or high school, (2) medium education or professional training 
concerning the nursing profession, and (3) higher education, for example a bachelor in nursing. 
Most caregivers in this study (71%) were medium educated, 16 % was low educated and 13 % 
was high educated. Job function was also rated on a three-point scale. Caregivers at the lowest 
level (10% of the sample) provide plain care and domestic tasks and often assist the higher level 
caregivers. Caregivers with medium level job functions (68%) provide specialist care (like wound 
care) next to the washing and dressing of residents. Caregivers in high level job functions (22%) 
provide diagnostic and organizational tasks next to the daily care routines. Work load was rated 
on a 4-point scale and job satisfaction was rated on a 5-point scale by the caregivers, with higher 
scores indicating higher levels of work load and job satisfaction.
RESULTS
Support of residents’ basic needs
The first research question was to what extent caregivers support nursing home residents’ needs 
for relatedness, autonomy and competence during care interactions. Table 1 presents the mean 
scores and intercorrelations of the ratings on the scales for caregiver support and residents’ 
affects across the 60 videotaped care episodes. The mean scores on the three scales for need 
support are all between 4 and 5, which indicates –according to the definition of the scale points 
– that the residents’ needs are fulfilled to a moderate degree during their interactions with 
the caregivers. The wide range of scores (1-7) on all three support scales demonstrates large 
Table 1. Mean scores and intercorrelations for the observed support of needs by caregivers and 
observed affects of residents (N= 60 care episodes)
Mean SD Range Relatedness Autonomy Competence
Caregiver support
Relatedness 4.61 1.78 1-7
Autonomy 4.38 1.88 1-7 .46**
Competence 5.00 1.77 1-7 .38* .54**
Resident affect
Positive affect 4.26 1.75 1-7 .54** .30* .16
Depressed affect 1.67 0.89 1-4 -.44** -.31* -.26*
Negativity 1.49 1.22 1-6 -.36** -.24 -.22*
* p <.05; ** p <.01
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variation of need fulfillment across care episodes. Further inspection of the score distributions 
indicates that high support of relatedness (score 5-7) was observed in 54% of the care episodes, 
high support of autonomy in 57% of the episodes, and high support of competence in 67% of 
the episodes. Low support (scores 1-3) in contrast, was observed in 40%, 33%, and 25% of the 
care episodes for the needs for relatedness, autonomy, and competence, respectively. 
Table 1 also shows significant correlations between fulfillment of the three needs during 
the care episodes (r’s between .38 and .54). The correlations are only moderately high, 
however, indicating that fulfillment of one of the needs is not necessarily associated with 
fulfillment of the other needs. 
To get an impression of how need fulfillment may vary for residents across care episodes, 
we also computed the range of scores for the fulfillment of the needs across the three care 
episodes (with three different caregivers) per resident. The differences between the highest 
and the lowest scores on the three scales for the three observations varied from zero to six, 
and the average variation was 2.65 scale points for relatedness and competence, and 2.30 
for autonomy. These findings show that the extent to which different caregivers support the 
needs of an individual resident may differ considerably. 
Calculation of the range of scores per caregiver (for those who were observed two or three 
times, N=20) showed that the consistency within caregivers is higher than the consistency 
within residents. The difference between the highest and lowest scores on the three scales 
varies from zero to four and was on average 1.21 for relatedness, 1.58 for autonomy and 
1.18 for competence. 
Support of needs and residents’ well-being
The second research question concerned the relation between need support and residents’ 
well-being. First, we examined the relation between need support and residents’ (observed) 
situational well-being, as reflected in the residents’ affect during the interactions with their 
caregivers. The correlations between the scales for positive affect, depressed affect and 
negativity are moderately high (r’s: -.36, -.47. and .46). Table 1 shows that the average level 
of positive affect of residents during the interactions was just above the midpoint of the scale 
(4.26 on a scale from 1-7), indicating that they had a moderately positive mood during care 
interactions. The mean scores for depressed affect (range 1-4) and negativity (range 1-6) 
were on average 1.67 and 1.49, respectively, indicating that residents showed few negative 
emotions during the morning care interactions. 
To examine how the residents’ affects varied across care episodes, we computed each 
resident’s range of scores on the three affect scales across care episodes. The residents’ 
negative affects were fairly consistent over the three observations (mean range depressed 
affect = 1.2; mean range negativity= 0.9). The mean range for positive affect was greater 
(2.5) and shows that positive affect could differ widely over the three observations.
The caregivers’ support of the three needs was related to the well-being of residents 
during the morning care routine. In particular, the support of relatedness was related to more 
positive affect and to less depressed affect and negativity (table 1). 
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Next, we examined the relation between need support during care interactions and 
residents’ (subjective) general well-being. The correlation between the scores for depressive 
feelings and satisfaction with life was significant (r=-.61, p< .01). Examination of the 
distribution of the resident’s scores for depressive feelings on the GDS showed that the mean 
score for depressive feelings was 2.55 on a scale from 0 to 8. Based on a GDS cut-off score 
of 2/3 (Jongenelis et al., 2007), 8 of the 20 residents (40%) had an indication for further 
investigation of depression. The mean score for satisfaction with life, measured on the SWLS-
scale, was 3.50 on a scale from 1 to 5, indicating that the residents were moderately satisfied 
with their lives. Table 2 shows that the observed support of the three needs during the care 
episodes was not related to the residents’ depressive feelings or life satisfaction. 
Support of needs in relation to resident and caregiver characteristics
The third research question was to what extent the support of the residents’ three basic 
needs during care interactions is related to characteristics of the residents and caregivers. 
Table 2 shows the correlations between the mean scores for need support per resident 
on the one hand and residents’ age, gender, education, ADL dependency, and subjective 
health on the other. As can be seen, only ADL dependency was significantly related to need 
support: residents with higher physical dependency received more support of their need for 
relatedness during care interactions than less dependent residents.
Table 2. Correlations of received support of the three needs (mean across three observations) with 
residents’ general well-being and other resident characteristics (N=20 residents)
Mean observed support of
Relatedness Autonomy Competence
Life Satisfaction -.11 .07 -.07
Depressive feelings .13 -.07 -.15
Age .06 -.10 .15
Gender .31 .20 .16
Education -.26 -.09 .01
ADL dependency .50* .00 .21
Subjective Health .30 -.17 .19
* p <.05
Next, we examined the relation between caregiver characteristics and the extent to which 
they supported the needs of the residents during care interactions. For this purpose, scores 
for need support per caregiver were used; for caregivers who were observed more than once 
the scores were averaged over observation episodes. 
Table 3 presents the correlations between caregivers’ scores on support of the three 
needs and caregiver characteristics. Higher education and higher job function were related 
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to more support of residents’ needs. In particular, positive correlations were found between 
educational level and support of relatedness and between job function and support of 
autonomy and competence. The extent to which caregivers supported the residents’ needs 
was not related to their experience at the present care unit, experience in a nursing home, 
number of working hours, workload and job satisfaction. 
Table 3. Correlations between support of the three needs as provided by the caregivers (mean across 
observations) and caregiver characteristics (N= 31 caregivers)
Mean observed support of
Relatedness Autonomy Competence
Education .39* .14 .31
Job function .30 .38* .36*
Experience at current care unit -.09 -.14 .12
Nursing home experience .09 .09 .06
Working hours/week -.07 -.17 .24
Job satisfaction -.20 -.21 .03
Workload .10 .10 .32
* p <.05 
DISCUSSION
The purpose of this study was to explore the quality of daily care interactions between staff and 
residents of somatic nursing homes, defined as the support of residents’ needs for relatedness, 
autonomy and competence. The results show that caregivers are moderately supportive 
concerning the fulfillment of the three basic needs during morning care. Many positive aspects 
of quality of communication were observed during the care interactions. However, we also 
observed interactions that scored low on one or more of the three observed aspects.
Remarkably, need support differed widely between the three observations of the same 
resident, whereas the variation within caregivers was much smaller. It seems that the quality 
of the interaction depends more on the caregiver working that day, than on the resident 
being cared for. The finding that characteristics of residents hardly play a role in the quality 
of interactions supports this conclusion, as does the finding that education and job function 
of the caregivers are related to supportive interactions. 
Regarding the second research question, the results show a positive relationship between 
support of the needs and the observed situational well-being of the residents. The support 
of residents’ autonomy, competence and in particular relatedness was associated with 
their mood during the interaction. This relation between need fulfillment and well-being 
is congruent with self-determination theory (Deci & Ryan, 2002) and the study of Kasser & 
Ryan (1999) who found autonomy and relatedness to be related to well-being. Because the 
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present study was correlational, no conclusions can be drawn about the causal direction of 
this relationship. It is also possible that the feelings and expressions of the resident during the 
interaction influence the supportive behaviors of the caregiver. It might be easier to support 
needs when the resident is happy and satisfied than when the resident is irritated or angry. 
The correlation between need support by the caregivers and residents’ situational well-being 
might also be the result of ”third” factors that are related to both variables, for example how 
well the caregivers and residents know and like each other, or the length of the working 
relationship in each dyad. In future research it is of importance to pay attention to these 
issues. By using a longitudinal design in which newly admitted residents are being followed 
for a certain time, changes in well-being and need fulfillment can be investigated. 
Although support of the three needs during caregiving was related to the residents’ 
situational well-being, it was not related to the residents’ general well-being. This could possibly 
be due to other factors that may influence depressive feelings and life satisfaction such as 
important life events, personality, and the management and organization of the nursing home. 
Apart from the role of these “other” factors there are at least two other possible explanations 
for this finding. First, it is possible that the total observation time was too short (maximally 120 
minutes per resident, and only in care situations) to provide a reliable picture of the residents’ 
level of need support during interactions with caregivers in the nursing home. As noted before, 
the need support received by residents varied widely between observations. Future research 
may reveal whether ratings based on more extensive observations during the whole day better 
predict residents’ general well-being. If the possibility for making video-recordings is not 
present, the observation scales can also be used during participating observation. 
A second explanation for the lack of association between need support and long-term 
well-being lies in the fact that we related observed need support to subjective (self-rated) 
general well-being of the residents. In our previous study residents’ self-reports of need 
fulfillment in the caring relationship were related to their subjective well-being (depressive 
feelings and life satisfaction) (Custers et al., 2010). It may be that the residents’ subjective 
ratings of need support are better predictors of their subjective general well-being. Several 
studies have shown that subjective ratings of residents differ from observations. In a study 
concerning staff empathy and residents’ depressive symptoms, Hollinger-Samson and Pearson 
(2000) reported that only staff empathy as perceived by residents was associated with 
residents’ self-rated depression. Future research should address these differences between 
observed and subjective fulfillment of needs and well-being. In a new study, we plan to ask 
residents and caregivers for their evaluations of need support and well-being directly after 
the observed morning care in order to have momentary subjective ratings. Furthermore, we 
plan to discuss videotapes of morning care with residents and caregivers in order to assess 
whether they judge the interactions in a different way than the researchers. 
With regard to the third research question our results show that functional impairment 
was the only characteristic of the residents that was related to the need support they received 
from the caregivers. In particular, we did find that residents with more functional impairment 
received more support of relatedness. An explanation for this finding could be that it takes 
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more time for the caregivers to take care for residents with high physical impairment, so there 
is more time for them to engage in conversation. Residents with relatively intact abilities are 
often left alone for a while during care so that they can wash or dress themselves. Moreover, 
a couple of caregivers in our study expressed their feeling that dependent residents are more 
in need of a talk or attention because they are less likely to have friendships with other 
residents in the nursing home. They felt that the more physical independent residents have 
more opportunities to go out and make contacts on their own. 
Concerning the characteristics of caregivers, it appeared that caregivers with a higher 
education level and job function scored higher on supporting the three basic needs. This 
means that they were not only task-oriented, but also paid attention to the psychological 
aspects of the interaction. Comparable results were found in other studies on communication 
in nursing care (Caris-Verhallen, Kerkstra, & Bensing, 1997). Our findings are also similar to 
a study in dementia care, which showed that caregivers with more than basic education 
focused more on patients as individual persons with their own life history, values and self-
identity (Normann, Asplund, & Norberg, 1999). 
Although the quality of communication was related to education and job function, no 
relations with work experience, workload and job satisfaction were found. We therefore 
argue that it might be responsibility in care that counts for the differences in need support. In 
the Netherlands, the caregivers with higher job functions, who are also often more educated, 
have to account for the well-being of residents towards the nursing home physician and 
the family of the resident. Therefore, they might feel more responsible for supporting the 
residents’ needs than caregivers with lower job functions and fewer responsibilities. More 
research is needed concerning the exact role of education and the consequences of training 
for the quality of interactions between caregiver and resident. 
Alongside the limitations of this study mentioned earlier in the discussion, a few other 
limitations should be mentioned. First, the video-observations were obtained during morning 
care only. It is possible that need support is different at other moments during the day. 
Moreover, we did not investigate the impact of morning care on residents’ well-being later 
that day. For future research this would be an interesting question. Finally, our study was 
limited in that the results are tentative due to the relatively small sample size. 
The results of this study suggest the importance of need support in the caring relationship 
for improving nursing home care. Caregivers of somatic nursing home residents should be 
educated in providing person-centered care by taking the three psychological needs of 
relatedness, autonomy and competence into account. They could learn to address these 
needs through often small gestures. For example, by engaging in conversations during care 
about a topic that interests the residents, like their (grand) children or the job they used to 
have (relatedness). Also, asking the residents what they would like to wear today (autonomy), 
asking them to wash their own face and complimenting them on that without patronizing 
(competence) are examples of supporting these needs. The ideal situation would be the one 
where there is a good match between the supportive behaviors of the caregivers and the 
(individual) needs of residents. In general, it is thought that it is preferable to have fewer 
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caregivers taking care for one resident, to give some continuity in care. However, given the 
diversity in need support that residents receive from their caregivers in this study, one might 
expect that it would be more preferable to have more caregivers who differ in their need 
support than few caregivers who are less supportive. This is a topic which certainly needs 
more research, especially by taking into account residents’ own opinions. 
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ABSTRACT
Self-reports in nursing homes generally show highly satisfied residents, whereas observational 
studies provide more nuanced results. In this study, which is based on self-determination 
theory, the perspective of nursing home residents (self-reports) is compared to the perspective 
of trained ‘neutral’ observers (video-observations). The experiences of physically frail older 
residents are measured with regard to the fulfillment of their needs for relatedness, autonomy, 
and competence. Self-reports of need fulfillment in general, in the caring relationship, and 
during a caregiving episode recorded on videotape of 36 residents (64% female, mean 
age 80 years) were compared with observer ratings of resident need fulfillment during the 
latter caregiving episode. Furthermore, it was investigated which measure relates best to 
residents’ self-reported well-being. The results show that residents rate their need fulfillment 
higher than observers. There is weak to moderate agreement between resident and observer 
ratings. Furthermore, only residents’ self-reported need fulfillment in general is related 
with self-reported well-being. Different explanations are provided, including the ‘barrier of 
happiness’, the use of cognitive strategies, a change in identity and existing power relations. 
There seems to be a paradox in caregiving: Residents and their needs should be central, but 
because residents might adapt their needs and wishes it is hard to assess these. Suggestions 
for practical applications are given. 
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INTRODUCTION
Outside observers often judge aspects of people’s lives in a different way than people 
themselves. In long term care, there may also exist differences between the perspective of the 
resident and an outside observer (the interviewer) concerning residents’ needs and wishes. 
Due to the institutional context and the dependent position of nursing home residents, 
discrepancies between residents and observers might be problematic during the provision 
of care. The following case observation by the first author represents such a discrepancy: A 
male resident asks a caregiver for another sandwich. She answers that the resident has eaten 
enough for this morning. He says that he would really like another one, but the caregiver 
insists on her decision and tells him that lunch will already be served in two hours. During 
an interview with this resident, he expressed to always experience freedom to choose in the 
nursing home. When specifically asked about the sandwich, he answers that he does not 
really care about the sandwich and that he can always decide for himself.
Studies on the resident perspective using self-reports show a mixed picture: On the one 
hand, residents are generally very optimistic and satisfied (e.g., Guse & Masesar 1999; Mozley 
et al., 2004). On the other hand, depression rates in nursing homes are three to four times 
higher than in older people living in the community (Jongenelis et al., 2004). Observational 
studies in nursing homes show nuanced results in that there often is a focus on care needs 
(compared to socio-emotional needs), dependence is being provoked, and there is a lack 
of choice (e.g., Grainger, 2004). Because both observations and self-reports are often used 
interchangeably in nursing research it is of importance to gain insight in the relation between 
those two perspectives. In particular because in daily practice the focus is more and more 
on person-centered caregiving in which the individual resident with his or her experiences 
and emotions is central (Kitwood, 1997; Brooker, 2007). In order to be able to provide good 
person-centered care, it is crucial to know how the perspective of the observer and that of 
the resident are related to residents’ well-being (i.e. positive affect balance and feelings of 
satisfaction). We will first briefly discuss the previous studies that have compared resident and 
observer ratings and explain the differences with the current study. Then, we will describe the 
theoretical base of our study. 
Previous studies in nursing care that investigated the perspectives of residents as well as 
observers can be divided into two groups. Most of these studies compared the perspective of 
staff or relatives with that of residents (e.g., Gerritsen, Steverink, Ooms, & Ribbe, 2007; Kane 
et al., 2005; Spector & Orrell, 2006), whereas some other studies also compared the resident 
perspective with that of independent trained observers (Edelman, Fulton, Kuhn, & Chang, 
2005; Sloane et al., 2005). In all of these studies only low to moderate correlations were 
reported between the perspectives. This indicates that observers within the care system of the 
resident as well as trained outside observers have different opinions compared to the residents 
themselves with respect to different aspects of well-being, such as social relations, the amount 
of choice and mood. However, there is a major difference between staff as observers and 
trained ‘neutral’ observers. According to the literature on actor-observer differences staff may 
be biased in that they underestimate the role of situational or environmental factors (like their 
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own communication with the resident) in the behavior of residents. They tend to attribute 
resident behavior and well-being only to personal, physical and mental factors (Jones & Nisbett 
1971; Timko & Rodin 1985). The trained, ‘neutral’, observer looks further than the physical 
constraints of the resident and focuses on the contribution of the environment to residents’ 
well-being. In the current study we investigate the perspective of this ‘neutral’ observer who 
is trained in objectively rating video-recordings of morning care. 
In previous comparison studies mostly residents with dementia were included. Therefore, 
an often reported explanation for the differences between residents and observers is the 
cognitive decline of the residents that might have influenced the reliability of the resident 
measures. Yet, there are other reasons that could explain possible differences between 
residents and observers. For instance, residents might answer in a social desirable manner 
out of shame for their situation or out of hesitance or even fear to criticize their daily care 
(e.g., Custers et al., 2010; Mozley, 2004; Roos, 1988). 
Furthermore, it is possible that residents lower their expectations concerning for example 
autonomy in the nursing home. When little choice is expected, ratings concerning autonomy 
will possibly be higher than when much choice is expected. In order to examine whether 
cognitive decline offers a sufficient explanation for possible differences, in our study the focus 
is on residents with physical illness and relatively intact cognition. In addition, we included 
newly admitted residents with the expectation that they have not yet adapted their needs. 
This will be the first study comparing resident and observer perspectives in this particular 
population by using video-recordings rated by trained observers. 
Our study was based on a social psychological theory on need fulfillment and well-being: 
self-determination theory. Two approaches on well-being can be distinguished, namely the 
hedonic and the eudaimonic approach (Ryan & Deci, 2002). The hedonic approach focuses on 
subjective well-being, which is formally defined as more positive affect, less negative affect, 
and greater life satisfaction (Diener et al., 1999). The eudaimonic approach defines well-being 
more broadly in terms of need fulfillment (Ryan & Deci, 2002). Within the self-determination 
theory, both approaches and the relation between them are central. The authors of this theory 
(Ryan & Deci, 2002; Deci, 2008) state that the fulfillment of three universal psychological 
needs is important for subjective well-being. The first one is Relatedness and refers to 
feeling connected to others or having a sense of belongingness. Next, Autonomy refers 
to the experience that one can choose activities, make decisions, and regulate behavior in 
accordance with one’s own individual goals. And third, Competence refers to feeling effective 
in pursuing and achieving these goals. In nursing homes, the fulfillment of these three needs 
is difficult to achieve. Contacts with important others are under strain (married persons are 
for example often separated from their partner), and the need for autonomy is under pressure 
due to a new day structure and the institutional regime. Physical limitations and a consequent 
dependency on others can lead to a low feeling of competence. Research based on this theory 
shows the fulfillment of these needs indeed to be related to the subjective well-being of 
residents in nursing homes (Custers et al., 2010; Kasser & Ryan, 1999; Philippe & Vallerand, 
2008). Due to their frailty, the need fulfillment of nursing home residents depends for a 
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large part on support from and interaction with staff. Therefore, we particularly investigate 
residents’ need fulfillment during interaction with nursing staff. 
To be able to pronounce on the ability of the different perspectives to adequately reflect 
need fulfillment it is important to investigate how they are related to residents’ subjective 
well-being. Therefore we studied not only the eudaimonic viewpoint in terms of need 
fulfillment, but also the hedonic viewpoint that focuses on subjective well-being in terms 
of absence of depressive feelings and satisfaction with life. In the literature on long-term 
care one study was found that investigated different perspectives and their relation with 
residents’ subjective well-being. Hollinger-Samson and Pearson (2000) reported that resident, 
nurse-aide and supervisor ratings of empathy were relatively independent of each other. 
Only empathy as perceived by the residents was found to be associated with depression 
in cognitively intact elderly nursing home residents. Based on this, we expect the resident 
perspective to have the highest relation with resident well-being. 
The first aim of this paper was to compare the resident perspective on need fulfillment with 
the perspective of trained observers. For this comparison we used a mixed method of quantitative 
and qualitative measures: structured questionnaires, video-observations, and semi-structured 
interviews. However, in order to be able to systematically compare the perspectives all of the 
results were quantified. Three resident measures and video-observations of need fulfillment 
were compared. The resident measures differ in level of specificity: we assessed experienced 
need fulfillment in general, need fulfillment in general as provided by the nurses (in the caring 
relationship), and need fulfillment in a specific caregiving episode as provided by one specific 
nurse. The observational measure also pertained to this caregiving episode, which was recorded 
on videotape and rated afterwards by trained observers. The second aim of the study was to 
investigate which measure of need fulfillment was related best to residents’ subjective well-being. 
Based on the previous research described before, we expect the different perspectives to be 
relatively independent (1) and the resident measures to relate best to subjective well-being (2). 
METHODS
Participants and procedure
This paper is based on the first measurement wave of a longitudinal study on need fulfillment 
and well-being in which residents were followed for eight months during the first year of 
residing in a nursing home. In the Netherlands, different groups of residents (e.g., somatic, 
psychogeriatric, Korsakov) generally live in separate units within nursing homes. The respondents 
of this study were newly admitted to one of seven participating nursing homes. They had been 
living between four and six weeks in the nursing home, with the perspective of a permanent 
stay, at long term care units for physically frail residents when the first measurement wave 
took place. Given the similarities in the design and aims of the study, inclusion criteria were 
based on the procedures of the Amsterdam Groningen Elderly Depression Study (Smalbrugge 
et al., 2006), a Dutch study on subjective well-being in units for physically frail nursing home 
residents using resident interviews: participants had to be aged 55 years and over, speakers of 
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Dutch, without communication problems due to severe aphasia or hearing loss, and without 
severe cognitive impairment (Mini Mental State Examination Score >15). Ethical approval for 
the study was obtained from the Ethics Committee for Behavioral Scientific Research (ECG) of 
the Radboud University Nijmegen, which acts in accordance with Dutch legislation. 
After receiving written information 150 newly admitted residents were visited by the 
first author or a research assistant to explain the aim of the project and to answer questions 
about the study. After written informed consent was received interviews took place during 
which residents answered structured questions on need fulfillment in general and well-
being as well as on socio-demographic and other personal characteristics. Next, residents 
were asked whether they were willing to participate in the observational study and if so, 
a new appointment was made for a video-recording. The video-recordings were collected 
during morning care, because that is the time of day which provides most information 
regarding the quality of interactions between residents and staff (van Weert et al., 2005). The 
recordings were made by the first author or one of two research assistants (master students 
in psychology) using a handheld camera. The first author has relevant clinical experience in 
the nursing home setting and supervised the research assistants.
During the video-recording the observers were discreetly standing behind a curtain or 
closet. Only episodes in which the resident and caregiver both participated were recorded 
and rated. The duration of these interaction episodes varied from 13 to 40 minutes, 
depending on how much help and care the resident needed. Some residents with fewer 
physical limitations for example were able to take a shower by themselves and only needed 
help with getting (un)dressed. Other residents needed considerably more assistance. Also 
shower and bath routines lasted on average longer than when a resident was washed in bed 
or at the washbasin. In order to get a complete view of the quality of the care interaction, 
the episodes as a whole were rated. At moments when the resident was undressed, the video 
camera was oriented on the residents’ head or on the caregiver. The residents could stop the 
video-recording at any moment, which was done, for example, when going to the toilet. 
After morning care, the residents and caregivers were asked whether the video reflected 
a normal morning care situation. The majority experienced no differences compared to other 
days; only few (residents as well as caregivers) reported that the caregiver took somewhat 
more time for the resident this particular morning. Furthermore, some caregivers were a little 
nervous, but from their own reports and those of residents it seemed that this did not really 
affect their behavior during the video-recording. 
Immediately after the video-recording a semi-structured interview took place about need 
fulfillment during the video-taped caregiving and need fulfillment in the caring relationship (i.e., 
on other days and with other nurses than during the video-recording). During this interview 
residents were asked about three topics: their experience of autonomy, relatedness, and 
competence during interaction with caregivers (see also measures: semi-structured interview). 
Of the 130 residents who fitted the inclusion criteria, 75 residents gave written informed 
consent for participation in the first interview and 36 of them were willing to participate in the 
observational study. The current paper is about these 36 residents who participated in both 
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the questionnaire and the observational study. The mean age of these residents (64% female) 
was 80 years (range 55-93) and the mean MMSE-score was 23.4 (range 16-30). Main self-
reported reasons for admission to the nursing home were stroke (33%), (hip) fraction (22%) 
and serious physical impairment ‘due to old age’ (11%). Further physical syndromes were 
cancer, rheumatoid arthritis and Parkinson’s disease. The participants of the observational 
study did not differ significantly from the group of participants that only participated in the 
questionnaire study in age [M=79.5, SD= 8.5 and M=80.0, SD=7.6, respectively, t(71)=.29, 
p=.77], education [M=2.6, SD= 2.24 and M=2.8, SD=2.15, respectively, t(71)=.42, p=.68], 
cognitive status [M=23.3, SD=4.60 and M=21.2, SD=5.6, respectively, t(71)=.1.65, p=.10], 
subjective health [M=3.1, SD=1.12 and M=3.3, SD=.92, respectively, t(71)=.83, p=.41], need 
fulfillment in general [M=3.4, SD=.74 and M=3.6, SD=.60, respectively, t(71)=.91, p=.36], 
depressive feelings [M=2.6, SD=2.31 and M=2.1, SD=2.23, respectively, t(71)=1.0, p=.31], 
and satisfaction with life [M=3.6, SD=1.22 and M=3.8, SD=.87, respectively, t(71)=1.1, p=.26]. 
Measures 1: Questionnaires 
Residents’ need fulfillment in general was measured with the 21-item Basic Need Satisfaction 
in Life Scale (Gagné 2003). The items were transformed into questions to facilitate the 
answering and were answered on a 5-point likert scale: (1) never, (2) rarely, (3) sometimes, (4) 
often, (5) always. Examples of items are: ‘Do you feel like you are free to decide for yourself 
how to live your life?’ (autonomy), ‘Do you like the people you interact with?’ (relatedness), 
and ‘Do people you know tell you that you are good at what you do?’ (competence). The 
alpha coefficient for the total scale was .90. The average need fulfillment score across all 
items was computed with higher scores indicating more need fulfillment in general.
Residents’ subjective well-being was measured using an affective and a cognitive-
evaluative component, in line with prior work on this topic (Diener et al., 1999). The affective 
component was measured with the Dutch 8-item version of the Geriatric Depression Scale 
(GDS; Jongenelis et al., 2007). The GDS-8 contains items formulated in terms of positive 
and negative feelings and asks residents how they felt during the past week. Items were 
answered with ‘yes’ or ‘no’ and a sum score between 0 and 8 was computed with higher 
values indicating more depressive feelings. The cognitive component was measured with 
the Dutch version of the 5-item Satisfaction With Life Scale (SWLS; Pavot & Diener, 1995; 
Steverink et al., 2001), in which residents are asked to evaluate their lives as a whole on a 
5-point likert scale from ‘strongly disagree’ to ‘strongly agree’. The mean across the five items 
was computed with higher scores indicating higher life satisfaction. In the study sample, 
alpha coefficients for the scales were .76 and .86, respectively. 
Measures 2: Video observations
The video observations were used to operationalize the perspective of the observer. As there 
was no tool available for observing caregiver-resident interactions from the perspective of self-
determination theory we adapted rating scales on caregiver-child interactions which measure 
conceptually closely related constructs and have been proven fruitful in various studies 
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(e.g., De Schipper, Riksen-Walraven, & Geurts, 2006). The resulting three rating scales for 
caregiver behavior (see also Custers et al., 2011) measure the degree to which the caregiver 
contributes to the fulfillment of residents’ three basic needs, i.e., relatedness, autonomy, and 
competence, during the total caregiving interaction. The scale support of relatedness reflects 
the extent to which the caregiver shows warm interest, makes conversation, and provides 
emotional support to the resident. The scale support of autonomy reflects the extent to 
which the caregiver respects the residents’ opinion, motives, and perspective, and supports 
the residents’ choices concerning, for example, the clothes he or she wants to wear. The 
scale support of competence reflects the extent to which the caregiver supports the resident 
in carrying out the morning routine as independently as possible, by adequately structuring 
the situation and by supportive behaviors such as handing a towel or asking the resident to 
help with washing or shaving. The three caregiver scales are 7-point scales, reflecting the 
level of support provided for the resident’s needs: (1) very low, (2) low, (3) moderately low, (4) 
moderate, (5) moderately high, (6) high, and (7) very high. Elaborated behavioral definitions 
of the scale points are given in the coding manual (Appendix 1). For example, a very low 
(1) score on support of competence is defined as: ‘The caregiver gives no explanation or 
suggestions about the structure of the morning care. She starts without announcement and 
takes over all actions the resident is able to perform independently.’
The videotaped interaction episodes were independently rated by two observers: the 
first author and a third master student in psychology who did not make any of the video-
recordings. They had first been thoroughly trained together, using video-episodes from a 
former study, until reliability was reached. After watching an interaction episode, the observer 
rated the caregiver’s behavior on the three scales, based on their behavior during the whole 
episode. Inter-rater agreement, defined as the percentage of interaction episodes for which 
the scores of both raters agreed within one scale point, was as follows for the three scales: 
91% for support of relatedness, 79% for support of autonomy, and 82% for support of 
competence. The interactions the observers disagreed on were observed once again together 
in order to determine the final ratings. A mean score for total need fulfillment was computed 
with higher scores indicating more observed need fulfillment. 
Measures 3: Semi-structured interview
Residents’ perceptions of both need fulfillment during the videotaped caregiving episode and 
need fulfillment in the caring relationship were measured with a semi-structured interview using 
nine items (three items for each of the three needs), developed for the purpose of this study. 
In order to quantify their opinion on need fulfillment during the video-taped morning care and 
on need fulfillment during care routines on other days the residents were asked to rate the 
nine items twice on a 5-point likert scale: (1) no, absolutely not, (2) no, (3) partly, (4) yes, (5) 
yes, absolutely. Examples of items are (for the video-taped care): ‘Do you feel that you could 
make your own choices concerning, for example, your clothes?’ (autonomy), ‘Do you feel that 
the nurse showed personal attention to you’? (relatedness) and ‘Do you feel that the nurse 
stimulated you to do things yourself, like shaving or washing your face?’ (competence). The 
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alpha coefficient for the total scale on the videotaped morning care was .69. The same questions 
were asked about care in general, for example: ‘Do you feel that you can make your own choices 
during care?’. The alpha coefficient for the total scale on the caring relationship was .77. 
RESULTS
Comparing resident and observer perspectives on need fulfillment
The first aim of this study was to compare the resident perspective on need fulfillment with 
the perspective of trained observers. Table 1 presents the mean scores for the resident and 
observer ratings of need fulfillment. The mean scores for the three resident self-ratings were 
between 3.6 and 4.3 which indicates, according to the scale descriptions, that residents 
experience the needs for relatedness, autonomy and competence to be often fulfilled, both in 
general and, more specifically, in the caring relation and during the videotaped care episode. 
A repeated measures ANOVA showed that there were significant differences between the 
three need fulfillment ratings (Wilks’ Lambda =.08, F (2,34) = 193.83, p =.000). Post hoc 
analyses (paired samples t-tests) showed that the ratings for need fulfillment in general were 
significantly lower than the ratings for need fulfillment in the caring relationship (t (35) = 
2.19, p=.035) and need fulfillment during the video-taped caregiving (t (35) = 8.15, p=.000). 
The ratings for need fulfillment in the caring relationship were significantly lower than the 
ratings for need fulfillment during the video-taped caregiving (t (35) = 7.50, p=.000). 
Observers rated the need fulfillment of residents to be 4.9 on a 7-point scale which 
indicates, according to the scale descriptions, a moderately high fulfillment. To facilitate the 
comparison of the observer ratings with the resident ratings, the 5-point resident rating 
scales were converted into 7-point scales. The average ratings of the residents on these 
7-point scales are M general = 4.7, M caring relationship = 5.0, and M videotaped caregiving = 6.0. 
Table 1. Descriptive statistics, correlations, and intraclass correlations (in bold) among the study 
variables N = 36
Variables Mean SD Scale 1. 2. 3. 4. 5.
Need fulfillment
1.General (R) 3.6 .62 1-5  -
2.Caring relation (R) 3.8 .69 1-5  .56**  -
3.Videotaped care (R) 4.3 .48 1-5  .49**  .67**  -
4.Videotaped care (O) 4.9 1.05 1-7  .38*
 .38*
 .20
 .20
 .23
 .22
 -
 -
Well-being (R)
5.Depressive feelings 2.47 2.24 0-8 -.56** -.23 -.28 -.19 -
6.Satisfaction with life 3.60 1.21 1-5  .49**  .23  .16  .26 -.68**
Note: (R) = Resident-rated, (O) = Observer-rated
** p <.01; * p < .05 
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T-tests were used to compare these three resident self-ratings to the observer rating for need 
fulfillment during the videotaped caregiving episode. First, the ratings of residents and observers 
concerning the specific caregiving episode were compared and it showed that residents rated 
their need fulfillment during the video-taped caregiving significantly higher than the observers (t 
(35) = 5.23, p=.000). The comparison of the resident ratings of need fulfillment in general and 
need fulfillment in the caring relationship with the observer ratings demonstrated no significant 
discrepancies (t general (35) = -1.10, p= .121; t caringrelationship(35) = -.64, p=.528). 
The correlations between the four measures of need fulfillment according to the residents 
and the observers are presented in Table 1. The intraclass correlations are reported to provide 
an assessment of agreement between resident and observer measures. The three resident 
measures of need fulfillment were significantly and moderately interrelated, with the highest 
correlation between need fulfillment in the caring relationship and need fulfillment during 
the video-taped caregiving and the lowest between need fulfillment in general and need 
fulfillment during the video-taped caregiving. Furthermore, the table shows only a weak 
to moderate association between resident and observer ratings concerning resident need 
fulfillment. The correlation between resident and observer ratings with regard to the same 
video-taped care episode was not significant, just as the correlation between the observer 
ratings for the videotaped care episode and the resident ratings for the caring relationship. 
Remarkably, the observer ratings of need fulfillment during the video-taped care did show a 
significant correlation with the resident ratings for need fulfillment in general. 
Relating need fulfillment to resident well-being
The second aim of this paper was to investigate the relation between each of the need 
fulfillment measures and residents’ subjective well-being. Table 1 shows the correlations 
between the four measures of need fulfillment and the two measures of resident well-
being. As shown in the table, only the residents’ self-rating of need fulfillment in general 
is significantly correlated with their depressive feelings and satisfaction with life. More 
need fulfillment is related to less depressive feelings and more life satisfaction. Although 
not significant, the other two resident measures and the observer measure show similar 
correlations with resident well-being. Because the four need fulfillment measures were 
interrelated, partial correlations were also calculated for the relation between need fulfillment 
in general and well-being. The correlation between need fulfillment in general and depressive 
feelings decreased from -.56 to -.52 (p = .002) and the correlation between need fulfillment 
in general and satisfaction with life decreased from .49 to .41 (p = .02) when controlling for 
the other three need fulfillment measures.
DISCUSSION
The purpose of the study was to compare the perspectives of nursing home residents and 
trained observers concerning resident need fulfillment and to investigate which measure of 
need fulfillment is related most to the subjective well-being of residents. The results show 
that there is weak to moderate agreement between resident and observer ratings and that 
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residents tend to rate their need fulfillment higher than observers, when both rate need 
fulfillment in the same caregiving episode. These findings are similar to the findings from 
studies that compared the perspective of residents with dementia and trained observers 
concerning different aspects of quality of life (Edelman et al., 2005; Sloane et al., 2005). 
Interestingly, the more specific the questions were concerning the relationship with staff, 
the more positive the ratings from residents were. Furthermore, the most general need 
fulfillment measure was best related with the observer measure, whereas the latter measures 
need fulfillment in a very specific situation. Besides, the only measure to which residents’ 
subjective well-being was significantly related was general need fulfillment. 
A question that now rises is what might explain the discrepancy between resident and 
observer ratings of resident need fulfillment. Whereas other studies focused on people 
with dementia and therefore can question the reliability of resident ratings due to impaired 
cognition, this explanation is less plausible in our sample of somatic residents. The relative 
independence of the resident and observer ratings of need fulfillment in the same videotaped 
caregiving episode was most remarkable. It seems that residents and observers interpreted the 
same situation rather differently, just as in the case observation at the beginning of this paper. 
It is likely that the low correlations reflect a real discrepancy in the way residents and observers 
perceive fulfillment of autonomy, competence, and relatedness as aspects of quality of life. 
Furthermore, the residents rated their need fulfillment higher than observers when judging 
the same situation. A general explanation for this finding could be the so called ‘happiness 
barrier’: the tendency of people to present their lives satisfactory to other people and in 
particular researchers (Roos, 1988). This could especially be the case for older adults, because 
in general they have a positive and optimistic view of their life, which Marcoen, Coleman 
and O’Hanlon (2007) formulated as follows: “Older people by and large impress by their 
ability to master negative emotions and present a positive face to the world” (p. 55). An 
explanation that follows from this observation can be found in the use of cognitive strategies 
by older people, in this case nursing home residents, which help them to adapt to a new 
situation. It is not yet clear at what exact moment the process of adaptation starts and ends 
but from previous research it is known that the first month in a nursing home is a period of 
adaptation (Tobin, 1989). The residents from our study were living for between four and six 
weeks in the nursing home at the time of the present study, but most of them had already 
been in a hospital or received another form of residential care. Although it has not been 
investigated yet, and it certainly should be a direction for future research, our experience is 
that people start anticipating to the nursing home situation as soon as the decision is taken to 
move to a nursing home. It seems that they lower their expectations concerning for example 
levels of choice, which could explain their high levels of self-reported need fulfillment. This 
phenomenon of changing cognitions in order to feel better and more in control about a 
particular situation is well-known and described by different authors (e.g., Brändtstädter & 
Rothermund, 2002; Heckhausen, Wrosch, & Schulz, 2010; Festinger, 1957). In the example 
situation the resident seemed to say that having another sandwich is not that important to 
him, which may be an adequate cognitive reaction to a situation in which there is low control. 
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Another important aspect of the transition to living in a nursing home is a possible change 
in residents’ identity. Research has shown that older people internalize stereotype views like low 
competence (Levy, 2003).This could create a change in identity from ‘independent person’ to a 
typical ‘nursing home resident’ with high dependence on others. People who see themselves as 
dependent persons will probably rate their need fulfillment in a different way than people who 
see themselves as autonomous. Observers consider the nursing home situation from their own 
perspective as healthy and independently living adults and thereby do not take possible adaptation 
processes into account, which might explain the differences between residents and observers. 
Furthermore, the existence of power relations in the nursing home might be a possible 
explanation. Care interactions elicit low control due to the dependent position of residents, 
which might make them reluctant to be critical. Hesitance to complain or criticize care is also 
reported in previous studies (e.g., Custers et al., 2010; Mozley et al., 2004). A study by Persson 
and Wästerfors (2009) showed that when residents complained, staff members trivialized 
these complaints: Complaints were considered as unimportant and also treated that way. 
The possible reluctance to be critical could also explain our remarkable finding that 
resident and observer ratings of need fulfillment during the videotaped caregiving were 
unrelated, whereas the resident rating of need fulfillment in general did show a relation with 
the observer ratings of need fulfillment during the videotaped caregiving. Residents might 
evaluate the relationship with staff in this general need fulfillment measure (staff forms a 
major source of contact and possibilities for need fulfillment), whereas they are reluctant to 
evaluate this relationship when directly asked. In sum, the differences between the resident 
and the observer perspective in our study could be explained by the ‘happiness barrier’, 
cognitive adaptation processes, changes in identity, and power relations. 
Regarding the second aim of this study, it can be concluded that the resident rating of 
need fulfillment in general is the best predictor of their subjective well-being – in particular 
of the affective component of well-being. Although not every resident may have other 
social relations besides staff (for some the caring relationship is the most important source 
of communication), probably most residents take need fulfillment in different situations, 
with different persons (family, friends, staff, and other residents) into account in this general 
measure. Therefore, this broader measure is more likely to be related to their subjective well-
being than the specific measures of need fulfillment within the caring relationship. 
Although the sociodemographic characteristics of our sample are comparable to those 
of a large Dutch survey sample in somatic nursing homes (den Draak, 2010), a limitation 
of this study is the relatively small sample size. This can partially be explained by the use 
of video-recordings during morning care. Many residents who were asked to participate in 
the study were reluctant because they did not want to be recorded on videotape. Besides 
the reluctance to participate in the video-recordings by residents, this method might have 
influenced the behavior of the caregivers by social desirability. However, video-recordings 
are often being used in nursing research and practice and it is mostly stated that biases are 
limited: caregivers seem to quickly adapt to the presence of an observer (Caris-Verhallen, 
Kerkstra, & Bensing, 1997; van Weert et al., 2005). 
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Another limitation lies in the fact that we used a newly developed instrument for measuring 
resident need fulfillment in the caring relationship. The significant but moderate interrelations 
between the three different resident need fulfillment scales and their differential relationships 
with the well-being measures support their validity and the assumption that they measure 
different aspects of the same construct (i.e., need fulfillment). However, additional research is 
needed to further establish the psychometric properties of this newly developed instrument. 
In this study we compared the perspectives of residents and trained observers. For future 
research it would be interesting to also take the perspective of staff into account. Their 
perspective possibly differs from the trained observer perspective due to the fact that they are 
actors as well as observers in the same caregiving situation and they know the residents and 
their backgrounds. According to previous studies perceptions of staff and residents concerning 
quality of life do not correspond (e.g., Spector & Orrell, 2006). It is of importance to bring 
the different perspectives into dialogue in order to optimize caring relationships. However, 
the first step to optimize the caring relationship and resident well-being should be to gain 
more insight in the perspective of residents concerning those aspects of their lives that they 
consider important. Standardized questionnaires might be a limitation because of possible 
social desirable answering. Therefore, one way to find out more about their needs, wishes 
and experiences could be to also invite residents in an open interview. During a confidential 
conversation with no standard questions and answering options they should feel safer to talk 
about what they like and dislike in the caring relationship. Furthermore, focus groups in which 
residents can react to each other and complement each other could be an option. During 
interviews or focus groups video recorded episodes could be watched and discussed in order 
to assess how residents judge aspects of interactions between staff and residents. Making 
use of different methods can lead to mutual validation of research findings as well as a more 
complete picture of aspects of the life of nursing home residents (Kelle, 2006).
In the current study we investigated the psychological well-being of nursing home 
residents. Other aspects of resident well-being, in particular their physical well-being, are of 
great importance and should certainly be investigated. In a previous study it was found that 
need fulfillment contributes to depressive feelings and life satisfaction, also when controlled 
for subjective health, pain, and functional limitations (Custers et al., 2010). Furthermore, in 
this study we mainly focused on need fulfillment in the relationship with staff. The caring 
relationship is a crucial factor in the support of residents’ needs, but can only be seen in 
a broader context: the systemic character of a nursing home should always be taken into 
account (see, e.g., Bronfenbrenner, 1979; Moos, 1976). A lot of other factors, including 
characteristics of the residents and the staff members, the culture of the nursing home and 
the care system of a country might play a role in the need fulfillment of residents. 
Taken together, the resident ratings of need fulfillment in general had the strongest 
relationship with observer ratings of need fulfillment as well as with the residents’ subjective 
well-being. Furthermore, the more general the questions were, the less need fulfillment was 
reported. It seems that broader judgments of need fulfillment are more valid in predicting 
resident well-being than specific judgments. However, we need specific information from 
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residents in order to individualize care. There seems to be a paradox in person-centered 
caregiving: The residents and their needs should be central, but because residents might not 
immediately reveal their real needs it is hard to assess these. It is important to take this into 
account in future research as well as in the daily nursing home practice. In daily practice it 
is important to find ways to discover residents’ needs. Due to the dynamic system of the 
institution these needs are always under construction and possibly change as a result of for 
instance the described adaptation processes and the development of relationships with staff. 
Therefore, the assessment of residents needs should be a recurring activity. In one of the 
nursing homes that participated in this study, monthly dates between a caregiver and a resident 
were initiated in the restaurant of the nursing home. The caregivers were instructed to ask 
the residents about their needs and wishes during a meal together (which already enhances 
relatedness). Shortly after admission these questions will mostly be about adaptation to the 
new situation, differences with living at their own home and important routines the resident 
prefers to keep. Agreements that are made concerning wishes of the residents should be 
reported to the other caregivers of the nursing unit. It is important to evaluate the fulfillment 
of needs and wishes at a regular basis and to offer staff concrete advice on how to realize a 
supportive caring relationship with respect to relatedness, autonomy, and competence. 
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ABSTRACT
Based on self-determination theory and person-environment congruence models, this study 
investigated the importance and experiences of relatedness, autonomy, and competence 
in the caring relationship from the perspective of residents of somatic nursing homes. 
Furthermore, discrepancies between the attached importance and the fulfillment of these 
three needs, well as the role of resident age, health and cognition were explored. 
Structured questionnaires and semi-structured interview questions were used with 75 
recently admitted somatic nursing home residents. The results show that relatedness was 
considered as more important than autonomy and competence, on average, but there also 
was large variation between residents in the importance attached to these three needs 
(n=75). A subgroup that was asked about relatedness, autonomy and competence in the 
caring relationship (n=35) experienced rather high fulfillment of these needs, although 
the semi-structured interview questions revealed more nuances. In addition, discrepancies 
existed between the importance and the fulfillment of the needs for a considerable group of 
residents in this subgroup. Subjective health and cognitive functioning were correlated with 
the evaluation of relatedness, autonomy, and competence in the caring relationship. 
It is concluded that, in nursing homes, the focus should be on the match between 
individual preferences and actual support of relatedness, autonomy, and competence. This 
involves asking residents for personal preferences and facilitating caregivers in taking these 
into account during daily caregiving. 
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INTRODUCTION
Quality of life in nursing homes is becoming more important in both research and practice. The 
term quality of life embraces different components such as safety and security, physical well-
being, quality of environment, functional competence, meaningful activities, relationships 
and autonomy/choice (e.g., Gerritsen, Steverink, Ooms, & Ribbe, 2004; Kane, 2003; Lawton, 
1983). Due to their frailty, the quality of life of nursing home residents depends for a 
large part on support from staff. Therefore, the relationship between residents and their 
professional caregivers is a crucial topic in the quality of care for older adults. Most studies 
on quality of life or caring relationships focus on residents with dementia (e.g., Gerritsen et 
al., 2007; Sloane, Zimmerman, Williams, Reed, Gill, & Preisser, 2005; Ward, Vass, Aggarwal, 
Garfield, & Cybick, 2008). Only few pay attention to the perceptions of somatic residents, 
i.e., physically frail residents with relatively intact cognition (e.g., Hjaltadóttir & Gústafsdóttir, 
2007; Mattiasson & Andersson, 1997). Our aim is to contribute to the knowledge about the 
experiences of this group of residents in the relationship with staff. 
We found three studies that reported experiences and perceptions of residents with intact 
cognition concerning the relationship with staff. In the first study, themes underlying residents’ 
perspective of a good relationship were having a confidant, the staff having my best interests 
at heart, taking initiatives (doing extra things for the residents without being asked), and 
being dependable (McGilton & Boscart, 2007). The other studies both distinguished between 
three types of resident-staff relationships. Bowers, Fibich, and Jacobson (2001) distinguished 
a care-as-service group of residents that focused on technical or instrumental aspects of 
care, a care-as-comfort group that focused on maintaining their physical comfort, and a 
care-as-relating group that emphasized the affective aspects of care. In the third study one 
group preferred distant relationships with a focus on competent practical help rather than 
on the person who gave it, the second group preferred non-personal relationships in which 
the focus was on a nice and friendly caring attitude, and the third group preferred close and 
personal relationships (Bergland & Kirkevold, 2005). 
Although these studies show the significance of caring relationships, they also indicate that 
resident preferences concerning the intensity and the role of staff in the caring relationship differ. 
Whereas the studies were empirically grounded, we aim to study caring relationships from a 
theoretical perspective. Our study is based on self-determination theory, a social psychological 
theory on need fulfillment and well-being. Self-determination theory (Ryan & Deci, 2002; 
Deci, 2008) distinguishes three universal basic psychological needs, which are important for 
psychological growth and well-being. Relatedness refers to feeling connected to others or having 
a sense of belongingness. Autonomy refers to the experience that one can choose activities, 
make decisions, and regulate behavior in accordance with one’s goals. Competence refers to the 
perception that one’s behavior results in the intended outcomes and effects. Research based on 
this theory, conducted in nursing homes, indeed shows that the fulfillment of the three needs is 
related to the well-being of residents (Kasser & Ryan, 1999; Philippe & Vallerand, 2008). 
According to self-determination theory, the fulfillment of the three basic needs is highly 
influenced by the social context. As the nursing staff forms one of the most significant 
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aspects of the care environment, their interactions with residents are likely to have a 
substantial influence on residents’ need fulfillment (e.g., Gerritsen, Steverink, Frijters, Ooms, 
& Ribbe, 2010). In our previous studies we used questionnaires as well as video-observations 
to investigate need fulfillment and well-being and showed that staff can either support or 
hinder the fulfillment of residents’ needs and that need support by caregivers is related to 
the well-being of residents (Custers, Kuin, Riksen-Walraven, & Westerhof, 2011; Custers, 
Westerhof, Kuin, & Riksen-Walraven, 2010). 
Within self-determination theory there is little attention for the relative importance of the 
three needs, although it is questionable whether relatedness, autonomy, and competence are 
equally important for nursing home residents. Therefore, we added a second theoretic model 
to the foundation of our study. According to person-environment congruence theories, the fit 
between aspects of the environment and individual characteristics contributes to psychological 
well-being (e.g., Kahana, Kahana, & Riley, 1989; Peace, Wahl, Mollenkopf, & Oswald, 2007; 
Wallace & Bergeman, 1997). Lawton (1998) considers the fit of personal aspirations to 
the environment even more significant than the fulfillment of needs by the environment 
as such. Few studies have compared residents’ needs and the actual fulfillment of these 
needs according to the residents themselves. Mattiasson and Andersson (1997) investigated 
discrepancies between personal preferences and perceived institutional possibilities. They 
found such discrepancies only with respect to social relations: Most residents believed in the 
importance of social relations (including staff) while at the same time pointing to the fact 
that their nursing homes did not offer satisfactory opportunities for social contacts (including 
attention from staff). Another study investigated perceived gaps between residents’ needs 
and received nursing care (Holtkamp, Kerkstra, Ooms, van Campen, & Ribbe, 2001). Most 
gaps were perceived in the psycho-social area, comparable to the findings of Mattiasson 
and Andersson. The items concerned involved help with feelings of sadness and depression, 
contact with other residents, and striking up conversations with the nurses. In our study 
we investigate residents’ ratings of the importance they attach (i.e. the strength of their 
need) to relatedness, autonomy, and competence in the caring relationship. By comparing 
these ratings with residents’ ratings of the fulfillment of these needs in the relationship 
with staff, we investigate whether there are discrepancies in the importance and fulfillment 
of the three needs. Furthermore, in order to find starting points for possible interventions 
we are interested in resident characteristics that are related to individual differences in the 
importance and evaluation of the three aspects.
The first aim of this study was to investigate the importance attached by residents to 
relatedness, autonomy, and competence in the caring relationship. The second aim was to 
investigate the experienced fulfillment of these needs in the caring relationship. The third 
aim was to explore discrepancies between the importance and the fulfillment of relatedness, 
autonomy, and competence. We were in particular interested in the proportion of residents 
that consider a need to be highly important whereas they experience its presence in the 
caring relationship to be low. The fourth aim was to explore whether the importance and 
fulfillment of the three needs was related to residents’ age, health and cognition. 
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METHODS
Participants and procedure
This paper is based on the first measurement wave of a longitudinal study on need fulfillment 
and well-being during the first year of residing in a somatic nursing home. In the Netherlands, 
three types of nursing homes exist: those for somatic patients, those for psychogeriatric 
patients, and combined types with separate care units for both groups (Ribbe, 1993). All 
participants of the present study were residents of combined homes. The respondents were 
newly admitted to one of seven nursing homes and lived in long-term care units for somatic 
patients. Inclusion criteria were based on the procedures of the Amsterdam Groningen 
Elderly Depression Study (Smalbrugge, Jongenelis, Pot, Eefsting, Ribbe, & Beekman, 2006): 
participants had to be aged 55 years and over, speakers of Dutch, without communication 
problems due to severe aphasia or hearing loss, and without severe cognitive impairment 
(Mini Mental State Examination Score >15). Ethical approval for the study was obtained from 
the Ethics Committee for Behavioral Scientific Research (ECG) of the Radboud University 
Nijmegen, which acts in accordance with Dutch legislation. 
After receiving permission from the management of the nursing homes, 150 newly admitted 
residents received written information about the research project within four weeks after their 
transition to the nursing home. The residents were visited –with their permission- by the first 
author or a research assistant to explain the aim of the project and to answer questions about 
the study. After written informed consent was received an interview took place during which 
residents answered structured questions on the importance of relatedness, autonomy, and 
competence as well as on sociodemographic and other personal characteristics. In addition, 
residents were asked to comment on their answers on the importance questionnaire. Next, 
residents were asked whether they were willing to participate in an observational study (data 
not used in the present study). After the video-observations a semi-structured interview took 
place about their experienced relatedness, autonomy, and competence during care. 
Of the 130 residents who fitted the inclusion criteria, 75 residents gave written informed 
consent for participation in the first interview. The results of the questionnaire on the importance 
of the three needs are based on this sample. The mean age of these residents (59% female) was 
79.9 years (range 55-93). The mean score for cognitive functioning was 22 (range 15-30), the 
mean score for subjective health 2.9 (range 1-5) and the mean score for functional impairment 
was 31.6 (range 11-42). Main self-reported reasons for admission to the nursing home were 
stroke (29%), (hip) fraction (21%) and serious physical impairment due to old age (15%). 
Further physical syndromes were cancer, rheumatoid arthritis and lung diseases. Because the 
questionnaire on the fulfillment of relatedness, autonomy, and competence during care was 
completed during an interview after the video-observations, the results of this questionnaire 
are based on a subgroup of 35 residents that were willing to participate in the observational 
study (65% female, mean age 79.8 years). The participants of this subgroup did not differ 
significantly from the group that did not participate in the observational study concerning the 
main study variables, with the exception of the importance of relatedness. Participants of the 
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observational study considered relatedness more important (M = 4.21) than the residents that 
participated only in the questionnaire study (M = 3.68, t (73) = 3.20, p = .002).
Measures 1: Importance and fulfillment of the needs
The importance of relatedness, autonomy, and competence in the caring relationship was 
measured using nine items, based on self-determination theory and developed for the purpose 
of this study. The scale measures the importance of the three needs, with three items for 
each need on a 5-point scale: (1) not important, (2) a little important, (3) important, (4) very 
important, and (5) most important. Examples of items are: ‘Do you consider it important that 
you can make your own choices concerning food, drinks, clothes, etc?’ (autonomy), ‘Do you 
consider it important that the caregivers give you personal attention?’ (relatedness) and ‘Do 
you consider it important that you can do the things you can still do yourself (like washing, 
shaving, comb your hair) for as long as possible?’ (competence). The alpha coefficients of the 
three-item subscales were 0.65, 0.89 and 0.73 for relatedness, autonomy, and competence, 
respectively. For each of the three subscales an overall score between 1 and 5 was computed 
by averaging the item scores; higher scores indicated greater importance. The intercorrelations 
between the subscales were .12 between relatedness and autonomy, .33 between relatedness 
and competence and .47 between autonomy and competence. For some analyses, subscale 
scores were dichotomized as follows: scores between 1.0 and 3.4 were labeled as ‘less 
important’ and scores between 3.5 and 5.0 were labeled as ‘very important’. 
Residents’ fulfillment of relatedness, autonomy, and competence in the caring relationship 
was measured with a semi-structured interview including nine items (3 items for each of the 3 
needs), developed for the purpose of this study. During the interview residents were asked to 
rate the 9 items on a 5-point likert scale from ‘no, absolutely not’ to ‘yes, absolutely’, in order 
to quantify their opinion on the extent to which they experienced relatedness, autonomy, and 
compentece. Examples of items are: ‘Do you feel that you can make your own choices during 
care?’ (autonomy), ‘Do you feel that the nurses give you personal attention? (relatedness) 
and ‘Do you feel that the nurses stimulate you to do things yourself?’ (competence). The 
alpha coefficients of the subscales were 0.80, 0.74 and 0.70 for relatedness, autonomy, 
and competence, respectively. Per subscale a mean score between 1 and 5 was computed 
with higher values indicating a higher evaluation of an aspect. The intercorrelations between 
the subscales were .60 between relatedness and autonomy, .45 between relatedness and 
competence and .47 between autonomy and competence. For some analyses, subscale scores 
were dichotomized as follows: scores between 1.0 and 3.4 were labeled as ‘low evaluation’ 
and scores between 3.5 and 5.0 were labeled as ‘high evaluation’. 
Besides these quantitative measures, qualitative data were collected during the interviews. 
To explore what aspects the residents considered important in the caring relationship, they 
were asked whether they had a favorite caregiver and what characterizes this caregiver 
(more than one characteristic could be named). All characteristics the residents mentioned 
were sorted, according to the definitions of self-determination theory, into the categories 
‘relatedness’, ‘autonomy’, ‘competence’ and ‘other’ by two independent raters (the first 
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author and a master student in psychology). They agreed on 97% of the categorizations and 
reached consensus on the remaining 3%. In addition, when asked about the three aspects 
during the completion of the questionnaires in the interviews, the residents were asked to 
comment on the items. These comments were written down by the interviewers. The analysis 
focused on the variation in comments for those with high respectively low fulfillment of each 
need. A selection of comments is used to illustrate this variation (see results). 
Measures 2: Resident characteristics
Subjective health was measured by asking the residents to rate their overall health on a 
5-point scale from ‘very poor’ to ‘very good’. 
Cognitive functioning was assessed using the 30-point Mini Mental State Examination 
(Folstein, Folstein, & McHugh, 1975), with higher scores indicating higher cognitive functioning. 
Functional impairment was measured using the 11-item Groningen Activity Restriction 
Scale (Kempen, Doeglas, & Suurmeijer, 1993). Residents rated items on eating/drinking, 
dressing, washing and mobility on a 4-point scale from ‘yes, I can do it fully independently 
without any difficulty’ to ‘no, I cannot do it fully independently, I can only do it with someone’s 
help’. Alpha reliability coefficient for this scale was .83. The mean score across the eleven 
items was computed with higher scores indicating more impairment. 
RESULTS
The importance of relatedness, autonomy, and competence 
The first research aim was to investigate the importance attached by residents to relatedness, 
autonomy, and competence in the caring relationship. In this section the quantitative results 
(the mean scores, standard deviations and ranges) of the questionnaire on the importance of 
the needs are first reported (n = 75), after which these are illustrated with comments from 
residents and their answers on the question ‘what characterizes your favorite caregiver?’.
Table 1 shows that the mean scores for the importance of the three needs were between 
3.3 and 4.0, indicating that the residents considered fulfillment of the needs to be between 
important and very important, on average. A one way within subjects ANOVA showed that the 
importance ratings within residents differed significantly (Table 1). Post hoc analyses (paired 
Table 1. Importance and fulfillment of relatedness, autonomy, and competence, rated on 5-point scales
Importance (N = 75) a Evaluation (N = 35) b
Mean SD Range Mean SD Range
Relatedness 4.0 0.7 2.7-5.0 3.7 0.7 2.0-5.0
Autonomy 3.6 1.0 1.0-5.0 3.7 1.1 2.0-5.0
Competence 3.3 0.8 1.3-5.0 3.7 0.7 2.3-5.0
a Repeated measures ANOVA: Wilks’ Lambda =.63, F (2,73) = 21,12, p = .000
b Repeated measures ANOVA: Wilks’ Lambda =.98, F (2,33) = .60, p = .554
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samples t-tests) indicated that the ratings for the importance of relatedness were significantly 
higher than those for autonomy and competence (t rel-aut (74) = 2.74, p = .008; t rel-comp (74) 
= 6.50, p = .000) and the ratings for the importance of autonomy were significantly higher 
than those for competence (t aut-comp (74) = 2.54, p = .013). 
Nearly all residents considered relatedness with their caregivers to be very important 
(scores between 4 and 5). Examples of comments on the importance of this need were: 
“Good contact is important. I don’t like distance”; “I think it’s important that they are 
friendly, that they chat a little while helping me”; “The nurses1 should let you talk and listen 
to you”. Only few residents rated relatedness to be moderately important (scores between 
2.7 and 4.0). They thought good contact with the nurses is important, but did not want to 
be too personal: “I don’t need to share my personal life with the nurses. I have family for 
that”; “I prefer to share personal things with my friend”; “The nurses don’t have to be too 
friendly, then it becomes toady”. 
Although the residents rated the importance of autonomy and competence to be moderately 
high on average, there were substantial individual differences in the degree of importance. 
Residents who rated autonomy as important commented on this as follows: “I want to choose 
what I wear you see, these are mý clothes!”; “I like to be in charge”; “It’s important that the 
nurses consult me”. Other residents considered autonomy to be not that important: “The nurses 
know better, I just let them do their own thing”; “I don’t need to decide for myself. I let my wife 
do that”; “I don’t have wishes anymore, I’m very easy-going”. Concerning competence, almost 
two thirds of the residents considered it important that they are able to do things themselves: 
“I would like to do as much as possible myself”; “I like them to say to me what I have to do in 
the morning”; “I like to do most things myself, but it is pleasant when they give directions”. The 
others thought that competence is not that important: “I prefer to have the nurses wash me”; “I 
don’t need compliments”; “It’s their job to care for me”. 
During the interviews residents were asked to name (one or more) characteristics of their 
favorite caregiver(s). Six residents could not name characteristics of individual caregivers 
because all caregivers were equal to them. The other 29 residents together named 15 different 
characteristics of a favorite nurse (Table 2). Characteristics that reflect all of the three needs 
were mentioned, however, aspects that fit the need for relatedness were mentioned most (42 
times). One resident described a couple of things most residents considered important when 
describing her favorite caregiver: “There’s a special connection between us; she knows what I 
need and gives me extra help. We like to share jokes. Others are in a hurry and less personal. 
It’s important that they can empathize with you”. Characteristics that were related to the 
need for autonomy, i.e. being flexible, letting residents make their own choices and consulting 
with residents, were mentioned ten times and aspects of competence were named only three 
times. One other characteristic did not fit within the three needs, namely ‘being precise’. 
1  Although in the Netherlands the nursing staff primary consists of nurse aids, the majority of 
residents refer to their caregivers as ‘nurses’. Because we cite the residents as precise as possible we 
use this term in the resident quotes. 
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Fulfillment of relatedness, autonomy, and competence
Next, we investigated residents’ experienced fulfillment of relatedness, autonomy, and 
competence in the caring relationship. In this section the quantitative results (the mean scores, 
standard deviations and ranges) of the questionnaire on need fulfillment in the caring relationship 
are reported first, after which they are illustrated with comments from residents (n = 35). 
The mean score for need fulfillment in the caring relationship was 3.7 for each of the 
three needs (Table 1). This indicates that residents experienced high fulfillment of relatedness, 
autonomy, and competence in the relationship with their caregivers, on average, but Table 1 
also shows broad interindividual variation. The majority of the residents were satisfied with 
the relatedness to their caregiver(s): “This caregiver is warm-hearted, she understands you. I 
know that I can count on her”; “The caregivers are friendly and treat us well”; “They are all 
very friendly. They come by and chat with me. We get along very well”. Residents who were 
less satisfied with the relatedness to their caregivers stated: “Sometimes they are in a hurry 
and prefer not to talk to me”; “They hear you, but they don’t really listen to you. You can’t 
really talk about what’s important”; “Sometimes they don’t talk when they wash me; this 
usually means they are in a bad mood”. 
Opinions about autonomy also differed between residents. Some experienced a lot of 
autonomy: “I decide everything myself!”; “They always ask me what I would like to wear”; “I 
can always make my own choices”. Other residents were less satisfied with this aspect: “(...) 
Not everything goes the way I want it”; “This morning I could say how it has to go, not on 
other days, then they do it just like they want it. Sometimes it’s hopeless.”; “I cannot decide 
when to go to the toilet (...) Lots of things happen on fixed times”. 
Concerning competence some felt that they were being stimulated in doing things 
on their own: “Yes, the compliments they give me, I accept them with satisfaction. That 
stimulates you, then you think ‘I do it well’”; “They understand what I can do myself and 
stimulate me to do those things”; “They wash the bottom and let me wash the top of my 
body”. Others experienced that things were taken over by staff: “Sometimes they feed me, 
but I can eat myself”; “I would like to wash myself, but the nurses often do this”; “Last week 
the nurse said: ‘Today I wash you completely because we really haven’t much time”. 
Table 2. Important characteristics of caregivers in the context of relatedness, autonomy, and 
competence, ranked by the number of residents mentioning the characteristic (N = 35) 
Relatedness Autonomy Competence
Friendly (10)
Calm, quiet, takes time for you (7)
Shows attention/interest (7)
Cheerful/humor/ makes jokes (6)
Soft/sweet/tender (5)
Understanding/ empathizing (5)
Listens to you (2)
Is prepared to do extra things (4)
Flexible (1)
Not dominant/rigid (2)
Knows what I like and want (1)
Consults me (1)
Lets me make my own choices (1)
Explains what she does (2)
Knows what I can do myself (1)
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Discrepancies between importance and fulfillment of relatedness, 
autonomy, and competence
The third research aim concerned the discrepancies between the importance residents 
attach to relatedness, autonomy, and competence and the fulfillment of these needs in the 
caring relationship. Crosstabulations were carried out between the two levels of importance 
(very important/less important) and the two levels of evaluation (high/low) of relatedness, 
autonomy and competence. Chi-squared tests showed that the percentage of residents 
that experienced high versus low need fulfillment did not significantly differ by the rated 
importance of the needs (χ2relatedness
 (1, N = 35) = 0.50, p = .43; χ2autonomy
 (1, N = 35) = 0.73, 
p = .31; χ2competentie
 (1, N = 35) = 0.50, p = .36).
Table 3 shows that 70% of the residents considered relatedness to be very important and 
reported high fulfillment of this need. However, 24% of the residents considered relatedness 
with their caregivers to be very important while they reported low fulfillment of this need. With 
regard to autonomy, 40% of the residents considered both the importance and the fulfillment 
of this need to be high, while 20% rated autonomy to be important but experienced it’s 
presence to be low. With regard to competence, almost half of the residents (48%) considered 
this to be very important and experienced it to a large extent in the caring relationship. In 
contrast, 20% of the residents rated competence as very important but experienced it as low. 
In addition to the residents that considered the three aspects to be very important, there 
was a smaller group of residents that considered these to be less important. The subgroup 
of residents that rated both the importance and fulfillment of the needs to be low was 
6%, 20%, and 14% for relatedness, autonomy, and competence, respectively. Furthermore, 
0%, 20%, and 18% of the residents rated the importance of relatedness, autonomy and 
competence as less important whereas they gave a high rating for the fulfillment of these 
needs in the caring relationship. 
Resident characteristics in relation to the importance and fulfillment  
of relatedness, autonomy, and competence
Our last research aim was to explore whether the importance of relatedness, autonomy, and 
competence and the fulfillment of these needs are related to characteristics of the residents. 
Table 3. Percentages of residents experiencing relatedness, autonomy, and competence to a high/
low degree in relation to whether they consider need fulfillment important/not important, separately 
for each of the three needs (N = 35)
Important Not important
High 
fulfillment
Low 
fulfillment
High 
fulfillment
Low 
fulfillment
Relatedness 70% (n = 25) 24% (n = 8) 0% (n = 0) 6% (n = 2) 100% (n = 35)
Autonomy 40% (n = 14) 20% (n = 7) 20% (n = 7) 20% (n = 7) 100% (n = 35)
Competence 48% (n = 17) 20% (n = 7) 18% (n = 6) 14% (n = 5) 100% (n = 35)
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For this aim correlational analyses were conducted. It can be seen in Table 4 that the relations 
between importance ratings and resident characteristics were low. Age was significantly 
related to the importance of competence and cognitive functioning was related to the 
importance of autonomy. Older residents attributed less importance to competence and 
residents with higher cognitive functioning considered autonomy to be of more importance. 
Table 4 also shows that age and subjective health were related to the fulfillment of 
relatedness and cognitive functioning was related to the fulfillment of competence. Older 
residents and residents with a higher subjective health experienced less relatedness with their 
caregivers than younger residents and residents with lower subjective health. Because age 
and subjective health were interrelated (r = .35), partial correlations were also calculated. The 
correlation between age and fulfillment of relatedness decreased from -.42 to -.30 (p = .10) 
when controlling for subjective health and the correlation between subjective health and 
fulfillment of relatedness decreased from -.49 to -.40 (p = .02) when controlling for age. 
Furthermore, residents with higher cognitive functioning experienced more competence than 
residents with lower cognitive functioning (Table 4). 
DISCUSSION
The purpose of this study was to investigate the importance (the strength of a need) and 
the fulfillment of the needs for relatedness, autonomy, and competence in the relationship 
between residents and their caregivers. Furthermore, we aimed to examine possible 
discrepancies between importance and fulfillment of the three needs and to explore the 
role of resident characteristics. The results show that residents consider relatedness to be 
the most important of the three needs and that autonomy was considered more important 
than competence. Good contact with their caregivers is important to all residents although 
not every resident wants to share personal things with staff. This is comparable with the 
findings from previous research that showed nice and friendly contact with caregivers to 
be important for most residents although the amount of desired closeness with caregivers 
differed (Bowers, Fibich, & Jacobson, 2001; Bergland & Kirkevold, 2005). Probably, relatedness 
Table 4. Correlations between resident characteristics and their ratings of the importance and 
fulfillment of relatedness, autonomy, and competence in the caring relationship
Importance (N = 75) Evaluation (N = 35)
Relatedness Autonomy Competence Relatedness Autonomy Competence
Age -.18 -.23 - .25* - .42* - .22 - .17
Functional 
impairment
.22 -.07 .00 .06 - .02  .27
Cognitive functioning .14  .35** .20 .10  .16  .42*
Subjective Health .23 .24 .23  - .49**  .20 .09
* p<.05, ** p<.01 
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between residents and caregivers can act on different levels. Some residents may desire a 
more superficial contact with a nice talk about the weather, whereas others would like to 
share their personal history or emotional problems with their caregivers.
There were considerable differences between residents with regard to the importance they 
attach to autonomy and competence. Making one’s own choices and doing things yourself 
are not important for all residents. Mattiasson and Andersson (1997) showed comparable 
results concerning autonomy. In their study, even though they considered it possible, few 
residents actually wanted to have flexible meal and shower schedules.
Furthermore, most residents were rather satisfied concerning the presence of relatedness, 
autonomy, and competence in the caring relationship. This is comparable to the results of 
our previous study on need fulfillment in residents living in the nursing home for a longer 
time than the residents of the current study (Custers, Westerhof, Kuin, & Riksen-Walraven, 
2010). Nevertheless, the individual comments of residents as well as the discrepancies 
between importance and fulfillment of the needs point out that improvement is needed for 
a considerable group of residents. More than 20% of the residents considered relatedness, 
autonomy, and competence important while they experienced low fulfillment of these needs. 
On the other hand, there were also residents who experienced the fulfillment of autonomy and 
competence to be high, although they considered these needs to be less important. For some 
residents autonomy and competence may not only be unimportant but also unbeneficial. 
O’Connor and Valerand (1994) concluded that freedom and choice are not beneficial to 
everyone. They found that individuals with a low motivation for self-determination reported 
better adjustment in nursing homes which gave little room for self-determination, whereas 
individuals with a high motivation for self-determination were better adjusted in nursing 
homes stimulating self-determination. O’Neill (1984) argues that some find deciding for 
themselves a source of frustration and anxiety rather than a source of satisfaction and that 
many residents want relief from the burden of autonomy. These findings are in accordance 
with person-environment congruence models that consider the match between individual 
needs and the fulfillment of these needs by the environment to be crucial for well-being. Self-
determination offers a good base for investigating need fulfillment and well-being, though 
there is hardly room for individual preferences. Therefore, this theory is not sufficient to 
explain the individual variations in the importance residents attach to relatedness, autonomy, 
and competence. In research as well as in daily nursing home practice it is of importance 
to take both perspectives into account. In stimulating residents’ fulfillment of relatedness, 
autonomy, and competence, individual preferences should always receive attention. 
With regard to resident characteristics, older residents consider competence to be less 
important than younger residents. A possible explanation is that older residents more often 
expect that competence is declining with age due to internalization of aging stereotypes 
(e.g., Levy, 2003) and therefore find it easier to adapt. Residents with higher cognitive 
functioning consider autonomy of more importance and perceive more competence than 
residents with lower cognitive functioning. For the residents with cognitive problems it is 
difficult to retain their autonomy, and it could therefore be an effective adaptation strategy 
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to consider autonomy as less important. Furthermore, we found residents with poorer 
subjective health to experience more relatedness than residents with better health. This 
finding is comparable with the ‘independence–ignore’ and ‘dependency–support’ scripts 
identified by Baltes (1996): displays of independence in personal care and social behaviour 
by residents were largely ignored, whereas the need for assistance was rewarded with high 
levels of interaction. Residents with poorer health might also receive more attention from 
staff because it takes more time to care for them. In addition, it is possible that they receive 
more attention out of compassion. 
A limitation of this study is the relatively small sample size, and the fact that the subgroup 
sample only included residents who were willing to participate in video-observations to be 
used in another part of our research project. Many residents who were asked to participate in 
the study were reluctant because they did not want to be video-taped. However, our sample 
is comparable, with regard to sociodemographic variables, to a large Dutch survey sample in 
somatic nursing homes (den Draak, 2010). Another limitation of our study is the use of newly 
developed instruments for measuring the importance and evaluation of relatedness, autonomy, 
and competence, which implies that the psychometric properties are not well established yet. 
A remarkable observation in this study was that the residents mostly talked about staff 
in plural, i.e., they often described staff as ‘they’ or ‘the nurses’. Furthermore, some of them 
preferred not to make distinctions between caregivers (“they are all equal”). One interpretation 
of this observation is that residents are reluctant to criticize aspects of (individual) caregivers, 
because they are in a dependent position (e.g., Oudshoorn, Ward-Griffin, & McWilliam, 2007). 
This may also explain the relatively high ratings they gave for need fulfillment in the caring 
relationship. Another interpretation is that residents may in reality experience care as quite 
impersonal or distant, and that the relatively high ratings for (the importance of) relatedness 
that we found already represent successful adaptation to restricted possibilities. Although not 
every resident may prefer a lot of relatedness, autonomy and competence, there is also the 
possibility that residents attribute lower significance to these needs due to their adaptation 
to the nursing home setting. Earlier research has shown that older persons have a tendency 
to flexibly lower their aspirations in order to maintain high levels of well-being despite losses 
in their lives (Brandtstädter & Rothermund, 2002; Westerhof, Dittmann-Kohli, & Bode, 2003). 
Because the current study measured the importance of needs at a single time point (between 
4 and 6 weeks after admission) it gives an indication of the relative importance of the needs, 
but it is not yet clear at what exact moment people start to adapt their expectations and 
needs. In previous research it has been shown that the first month is a period of adaptation 
and developing new relationships (Tobin, 1989). The current study gives insight in aspects of 
the caring relationship in this first period. In order to investigate how relatedness, autonomy, 
and competence further develop in the relationship between professional caregivers and 
residents, it would be interesting to investigate relationships over time. Given the exploratory 
nature of our study, future research should further address possible variability in the three 
needs and the individual characteristics related to this variability. In depth study of residents’ 
expectations of care and their adaptation to life in a nursing home may provide valuable 
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insight in this matter. Furthermore, within the framework of delivering person-centered care 
it is of importance to investigate to what extent nursing home services match with residents 
needs and to develop strategies for improving this match. 
Despite their possible limitations, the results of this study show a clear pattern with 
relatedness as the most important need and autonomy and competence as needs that show 
a lot of individual variation. Many residents may benefit from making their own decisions 
or trying to maintain their independence as long as possible, yet some may profit from less 
autonomy and competence because it is a source of tension for them. Although relatedness 
seems to be the most important for residents, also with regard to this aspect there are 
differences in the extent to which residents want to be close to their caregivers. Verbeek 
(2011) showed that beside clear time appointments residents often had an urgent need 
for attention (in time) and availability of caregivers. Because expectations differed between 
residents and situations, there was a need for better ‘timing’, i.e., matching caretaking and 
resident perspectives, which is in line with the results of our study. The focus should thus be on 
the match between individual preferences and actual need fulfillment, which involves asking 
residents for personal preferences and taking these into account during caregiving. This can 
be done, for instance, by discussing with residents what kind of decisions they want to make 
for themselves and which decisions they want the nursing staff to make. In future research, 
it should be investigated whether taking possible discrepancies between psychological needs 
and their actual fulfillment into account will increase the prediction of resident well-being.
The caring relationship is a crucial factor in supporting the needs of residents, but it 
can only be seen in a broader context (Bronfenbrenner, 1979). Beside the characteristics of 
residents we investigated, characteristics of staff (e.g., Custers, Kuin, Westerhof, & Riksen-
Walraven, 2011), organizational aspects (e.g., Kruzich, Clinton, & Kelber, 1992) and the care 
system of a country (e.g., Fries, Schroll, Hawes, Gilgen, Jónsson, & Park, 1997) may play a role 
in the need fulfillment of residents. Nursing homes should provide their nursing staff with 
the freedom and opportunities to be flexible in how they supply their care. This conclusion 
fits with the growing trend to individualize care. In dementia care person-centeredness is 
becoming more important (e.g., Edvardsson, Winblad, & Sandman, 2008; Lann-Wolcott, 
Medvene, & Williams, 2011). Also in caregiving for somatic nursing home residents, the focus 
should be on the person that is being cared for. Given that this group of residents is generally 
able to make their own wishes known, this must be highly possible.
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ABSTRACT
Based on self-determination theory and adaptation theories, the study aim was to investigate 
the relationship between need fulfillment (of autonomy, relatedness, and competence), need 
importance, and depressive feelings during the first months of living in a nursing home. 
It concerns an eight-month longitudinal questionnaire study in which seventy-five persons 
newly admitted to units for physically frail residents participated at baseline. Twenty-three 
longitudinal participants were remaining at the third and final measurement wave. 
The results show a main effect of need fulfillment and an interaction effect of need 
fulfillment*need importance on depressive feelings over time. A prototypical plot shows 
that residents with low need fulfillment had higher initial levels of depressive feelings and 
decreased modestly over time, regardless of their need importance. Residents with high need 
fulfillment had lower initial levels of depressive feelings, but their trajectories differed for 
participants with low and high need importance. Residents with low need importance started 
with lower levels of depressive feelings but remained stable over time, whereas residents with 
high need importance had more depressive feelings at baseline, but decreased slightly over 
time. In general, depressive feelings do not change over time. However, individual trajectories 
of depressive feelings seem to depend on individual need fulfillment and need importance. In 
particular the residents that consider need fulfillment to be highly important but experience 
low need fulfillment deserve attention. They had higher initial levels of depressive feelings 
that decreased modestly over time, although the level of depressive symptoms remained 
higher as compared to the other residents.
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INTRODUCTION
The transition from living independently to living in an institutional setting is a very taxing 
one, probably as a result of the accumulation of different stressors such as new daily 
structure, loss of social contacts, and dependency due to physical limitations. Depression 
rates in nursing homes are known to be high (Achterberg et al., 2006; Jongenelis et al., 
2004; Rozzini, et al., 1996; Smalbrugge et al., 2006), even three to four times higher than in 
the community-dwelling elderly (Jongenelis et al., 2004). It remains unclear how depressive 
symptoms change over time in the nursing home population, due to the incongruent results 
of previous longitudinal studies: Some find depressive symptoms to decrease (Smalbrugge 
et al., 2006), others to increase (O’Rourke et al., 2009; Rozzini et al., 1996; Scocco, et 
al., 2006) and some find depressive symptoms to stay constant over time (McSweeney & 
O’Connor, 2008; Sutcliffe et al., 2007). Even more important than the course of depressive 
symptoms are the psychological mechanisms and individual differences that play a role in 
changes over time. In the current study, individual variations in depressive feelings over time 
were investigated in newly admitted nursing home residents using the self-determination 
theory (Ryan & Deci, 2002) and the adaptation theory (Brandtstädter & Rothermund, 2002). 
Self-determination theory (Deci, 2008; Ryan & Deci, 2002) proposes that the fulfillment 
of three basic psychological needs is important for psychological well-being. Autonomy refers 
to making one’s own decisions, choosing activities, and regulating behavior in accordance 
with one’s goals. Relatedness refers to feeling connected to others or having a sense of 
belongingness. Competence refers to the feeling that one’s behavior results in the intended 
outcomes. In nursing homes, need fulfillment is difficult to achieve. Residents have been 
confronted with often sudden limitations and a consequent dependency on others, which 
may influence their feeling of competence. The need for autonomy is under pressure due 
to limited choice in all kinds of aspects of the nursing home setting (e.g. bed/meal times, 
privacy). The need for relatedness is also under strain due to the changed social situation. 
Previous studies in nursing homes have shown that the fulfillment of the three needs is 
related to more life satisfaction and less depressive feelings (Custers et al., 2010; Kasser & 
Ryan, 1999; Philippe & Vallerand, 2008). 
Self-determination theory assumes that the three needs are universal, and has little 
attention for the individually experienced importance of the three needs. However, studies 
have shown that older people regulate their needs in order to maintain high levels of well-
being despite losses in their lives (Westerhof et al., 2003). An explanation of this phenomenon 
can be found in the adaptation theory, in which two processes called assimilation and 
accommodation are described. When the realization of a goal is blocked, individuals can 
either persist to achieve the goal (assimilation) or flexibly lower their aspiration levels 
(accommodation). In a previous study (O’Connor & Vallerand, 1994), individuals with a 
low motivation for self-determination reported better adjustment in nursing homes which 
gave little room for self-determination, whereas individuals with a high motivation for self-
determination were better adjusted in nursing homes stimulating self-determination. Other 
research in this area seems to assume that adjustment is always desirable (Marcoen et al., 
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2007). Besides the need fulfillment that residents experience, the importance they attach to 
the three needs (autonomy, relatedness, and competence) was central in the current study. 
Our first research question was how depressive feelings change over time. Secondly, we 
have investigated how depressive feelings are related to residents’ need fulfillment and need 
importance during the first eight months of living in a nursing home. This will be the first 
study that assesses this relationship longitudinally. 
METHOD
Participants 
This paper is based on a longitudinal study on need fulfillment and well-being during the first 
year of residing in a nursing home (Custers et al., 2011; Custers et al., 2012; Custers et al., 
2010). The participants in this study were newly admitted to one of the seven participating 
nursing homes and lived in long-term care units for physically frail residents. Out of the 150 
residents that were approached, 130 residents fitted the inclusion criteria, and 75 residents 
participated in the first measurement wave. Two residents were excluded due to incomplete 
questionnaires. In the second measurement wave, 37 residents participated. Of the 36 drop-
outs, 18 had moved out of the nursing home (14 moved to a care setting for less intensive 
care and 4 moved to a setting for psychogeriatric care) and 9 were deceased. Of the remaining 
drop-outs 5 refused to participate and 3 had become severe cognitively impaired. In the third 
measurement wave, 23 residents participated. Of the 14 drop-outs, one had moved to a care 
setting for less intensive care, 8 were deceased, and 5 had become severe cognitively impaired.
Comparison of baseline and longitudinal participants
In order to investigate possible selective attrition over time, the 23 residents that participated 
in all of the measurement waves were compared to the 36 dropouts that participated in the 
first measurement wave only. Longitudinal participants (N=23) appeared similar at baseline 
to those participating at the first measurement wave only (N=36). Baseline only participants 
and longitudinal participants did not significantly differ in age [M=80.24, SD= 8.29 and 
M=79.04, SD=7.47, respectively, t(71)=.59, p=.56], education [M=2.78, SD= 2.23 and 
M=2.43, SD=2.06, respectively, t(71)=.63, p=.53], cognitive status [M=21.53, SD=5.14 and 
M=23.45, SD=5.22, respectively, t(68)=-1.47, p=.15] and subjective health [M=3.2, SD=.92 
and M=3.0, SD=1.22, respectively, t(71)=-.53, p=.60]. Furthermore, there was no difference 
in the number of men or women (sex: χ² (1, 71)=.079, p=.78 ); 59% and 57% of the 
participants were women at T1 and T3, respectively. Concerning the main study variables, 
baseline only participants seemed to have somewhat more depressive feelings and less 
need fulfillment at T1 compared to longitudinal participants. However, the means did not 
differ significantly: Depressive feelings [M=2.7, SD=2.27 and M=1.78, SD=2.17, t(71)=1.62, 
p=.11]; need fulfillment [M=3.44, SD=.62 and M=3.64, SD=.76, t(71)=-1.18, p=.24]. There 
was also no significant difference between baseline only and longitudinal participants in the 
attached importance to the needs [M=3.55, SD=.69 and M=3.66, SD=.65, t(69)=-.63, p=.30]
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Procedure and design
The study consisted of three measurement waves: one, four and seven months after residents’ 
admission to the participating nursing home. Newly admitted residents received written 
information about the research project and were shortly after this visited by the first author or 
a research assistant (master student in psychology). When residents fitted the inclusion criteria 
(age 55 years and over, no communication problems or severe cognitive impairment), they were 
asked for written informed consent. During structured interviews socio-demographic variables 
(at measurement wave 1), control variables about health and cognition, need importance, need 
fulfillment and depressive feelings (at measurement wave 1, 2, and 3) were measured. 
Measures
Depressive feelings were measured with the 8-item version of the Geriatric Depression Scale 
(GDS; Jongenelis et al., 2007). Items were answered with ‘yes’ or ‘no’ and a sum score between 0 
and 8 was computed with higher values indicating more depressive feelings. The alpha reliability 
coefficients for this scale were .76, .78, and .76 at measurement 1, 2, and 3 respectively. 
Need fulfillment (of autonomy, relatedness, and competence) was measured with the 
21-item Basic Need Satisfaction in Life Scale (Gagné, 2003). This scale is based on self-
determination theory and has been used in previous research with this theory (e.g., Custers 
et al., 2010). Questions were answered on a 5-point scale from ‘never’ to ‘always’. Examples 
of items are: ‘I feel like I am free to decide for myself how to live my life’ (autonomy), ‘I 
really like the people I interact with’ (relatedness), and ‘People I know tell me I am good at 
what I do’ (competence). The alpha coefficients for the total scale were .90, .88, and .86 at 
measurement 1, 2, and 3 respectively. A mean score was computed across the items, with a 
higher score indicating more need fulfillment.
The Importance of needs was measured using nine items, based on self-determination 
theory and developed for the purpose of this research project (see also Custers et al., 2012), 
and were answered on a 5-point scale from ‘not important’ to ‘most important’. Examples 
of items are: ‘Do you consider it important that you can make your own choices concerning 
food, drinks, clothes, etc?’ (autonomy), ‘Do you consider it important that the caregivers 
give you personal attention?’ (relatedness) and ‘Do you consider it important that you can 
do the things you can still do yourself (like washing, shaving, comb your hair) for as long as 
possible?’ (competence). The alpha coefficients for the total scale were .77, .79, and .84 at 
measurement 1, 2, and 3 respectively. 
Subjective health (control variable) was measured by asking the residents to rate their 
overall health on a 5-point scale from ‘very poor’ to ‘very good’. 
Data analysis
Before testing the research questions, we first identified possible confounders, that is, 
variables that correlated significantly with depressive feelings as well as need fulfillment 
or need importance. The investigated variables included sex, age, education, cognitive 
functioning, ADL (activities daily living) restrictions, and subjective health. Only subjective 
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health was a possible confounder. A number of statistical analyses can be used to investigate 
longitudinal data in research on aging (Newsom et al., 2012). We tested our research 
questions using individual growth curve modeling following Singer and Willet (2003). An 
important advantage of this method is the flexibility it has with variations in the degree to 
which individuals were able to participate in the study: The data from individuals who did 
not participate in all data collection waves still contribute to the estimation of the growth 
parameters. Not every person needs to have participated in every data wave and every data 
point can be used, even those with just one wave. Concerning the missing data in our 
sample, this method is highly appropriate in that it takes into account all data from our 75 
participants. In order to fit the model, the dataset was converted from a person-level data 
set, which contains one record for each resident in the study, to a person-period data set, 
which contains one record for each time point a resident was in the study. This restructuring 
resulted in a file with 134 observations (data lines). The analyses were conducted using SPSS 
mixed models with restricted maximum likelihood estimation. Within this multilevel model 
for change the research questions were analyzed simultaneously. The Level 1 (within-person) 
question focused on individual change over time in depressive feelings, and the Level 2 
(between-person) questions focused on how these changes vary depending on participants’ 
degree of need fulfillment and need importance.
RESULTS
Preliminary analyses
Table 1 presents the descriptive statistics for depressive feelings, need fulfillment, need 
importance, and subjective health at the three time points. The mean for depressive feelings 
was somewhat higher at T1 than at T2 and T3. The three means for need fulfillment and need 
importance were relatively constant: they indicated that residents were on average rather 
satisfied and considered need fulfillment to be rather important at each time point.
Table 1 includes the correlations between the four study variables. The moderately high and 
significant correlations of the three need fulfillment scores over time as well as of the three 
depressive feelings scores show that these constructs were rather stable over the seven-month 
period. The over-time correlations of subjective health and need importance were low to 
moderate, indicating that these constructs were somewhat less stable. Subjective health at T1 
was significantly correlated to subjective health at T2, and need importance at T2 was significantly 
correlated to need importance at T3. Table 1 also shows that higher need fulfillment and higher 
subjective health were related to less depressive feelings, in particular at and between T1 and T2.
A model of change in depressive feelings
Table 2 presents the results of the model building. Model A, the unconditional means model, 
has no predictors and serves as a baseline for model comparison. It shows that there was 
significant within-person and between-person variance in the dependent variable, depressive 
feelings. Model B presents the results of the unconditional growth model with time as a 
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Table 2. Results for the growth curve models predicting depressive feelings from need fulfillment, 
need importance, and subjective health
Model A Model B Model C Model D Model E Model F Model G
Fixed effects
Intercept 2.31***
(0.258)
2.41***
(0.276)
2.40***
(.233)
2.40***
(.222)
2.37***
(.218)
2.24***
(.215)
2.30***
(.213)
Time  
(rate of change)
-0.22
(0.173)
-.27
(.177)
.00
(.231)
-.23
(.182)
-.37~
(.201)
-.40*
(.201)
Need Fulfillment -1.59***
(.301)
-1.74***
(.315)
-1.68***
.(297)
-1.13***
(.229)
-1.19***
(.221)
Subjective Health -.42*
(.189)
-.48**
(.157)
-.80***
(.168)
-.79***
(.168)
Need importance .09
(.220)
.19
(.219)
Time*Need 
fulfillment
.52~
(.305)
.94*
(.429)
.69*
(.317)
.72**
(.218)
.71**
(.218)
Time*Health -.08
(.189)
Time*Importance -.05
(.211)
Need 
fulfillment*health
.14
(.248)
Need fulfillment* 
Importance
.20
(.243)
Time*Need 
fulfillment*Health
-.30
(.308)
Time*Need fulfillment 
*Importance
-.62*
(.268)
-.51*
(.229)
Variance components
Level 1 Within-person 1.57***
(0.284)
1.26***
(0.350)
1.30***
(.341)
1.44***
(.390)
1.42***
(.381)
1.36*
(.547)
1.38*
(.532)
Level 2 In initial status 3.84***
(0.826)
4.39***
(0.967)
2.74***
(.739)
2.18**
(.710)
2.17**
(.690)
1.84*
(.754)
1.82*
(.744)
In rate of change -.46
(0.449)
.06
(.388)
-.06
(.402)
-.04
(.379)
-.79
(.514)
-.75
(.500)
Covariance 0.35
(0.339)
.25
(.316)
.30
(.351)
.28
(.342)
.71
(.519)
.64
(.478)
Goodness-of-fit
AIC 564.5 567.1 545.3 541.3 539.7 432.7 431.2
BIC 570.2 578.6 556.8 552.7 551.1 443.1 441.6
-2 LL 560.5 559.1 537.3 533.3 531.3 424.7 423.2
~p < .10; *p <.05; ** p <.01; ***p < .001. 
Note. Standard errors are between parentheses.
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predictor. There was significant between-person variation in depressive feelings, however 
the rate of change was not statistically significant. According to this model there was no 
change in depressive feelings over time. Yet, because the effect of time could be moderated 
by one of the predictors, and because the statistical nonsignificance of time might have been 
influenced by our relatively small sample size, we considered it worthwhile to explore the 
effect of the two substantive predictors. 
In Model C the first predictor need fulfillment was added and showed a significant effect on 
depressive feelings. The interaction between need fulfillment and time on depressive feelings 
was marginally significant. In model D the predictor subjective health was added which showed 
a main effect on depressive feelings. The interactions with health were non-significant. Therefore 
in model E those interactions were removed. Next, in model F the variable need importance and 
the interactions with time and need fulfillment were added. A significant three-way interaction 
effect between time, need fulfillment, and need importance on depressive feelings was found. 
Finally, the nonsignificant interactions in Model F were removed, which led to the final model G 
with main effects of time, need fulfillment, and subjective health on depressive feelings, and an 
interaction between time, need fulfillment, and need importance (i.e., an interaction between 
need fulfillment and need importance on the slope of depressive feelings). Comparison of the 
goodness-of-fit statistics between the different models revealed a lowering of AIC, BIC and -2 
LL statistics, indicating an increasingly better fit. More specifically, when comparing the -2LL 
statistics for nested models a statistically significant improvement was found between model B 
and C, C and E, and between model E and F.
In the final model, the initial level of depressive feelings is 2.3, and depressive feelings 
are reduced by the effects of time (-.40), need fulfillment (-1.19), and subjective health 
(-.79). To examine the interaction between need importance and need fulfillment on the 
change in depressive feelings (-.51), a prototypal plot was created. It shows the change in 
depressive feelings for prototypical participants, crossing high and low need fulfillment with 
high and low need importance. Their means plus or minus one standard deviation were used 
to indicate high and low scores. The trajectories of depressive feelings for the four resulting 
groups are shown in Figure 1. As can be seen, residents with low need fulfillment (upper 
lines) had higher initial levels of depressive feelings and decreased modestly, regardless of 
their need importance. Residents with high need fulfillment (lower lines) had lower initial 
levels of depressive feelings, but their trajectories differed for participants with low and 
high need importance. Residents with low need importance (striped line) started with lower 
levels of depressive feelings but remained stable over time, whereas residents with high need 
importance (solid line) had more depressive feelings at T1, but decreased slightly over time.
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DISCUSSION
The aim of this study was to investigate change in depressive feelings and the relation with 
residents’ need fulfillment (i.e., fulfillment of relatedness, autonomy, and competence) and 
need importance during the first eight months of living in a nursing home. It was shown that 
depressive symptoms did not change over time in general. However, at an individual level, the 
course of depressive feelings over time is related to individually experienced need fulfillment 
and the importance attached to need fulfillment. In particular the residents that consider 
need fulfillment to be highly important but experience low need fulfillment deserve attention. 
The depressive feelings of most residents seem to have diminished to a low level after eight 
months, however this group still experienced a considerable amount of depressive feelings. 
In the current study, depressive feelings seem to be rather stable over time, on average. This 
finding is in accordance with the studies of Sutcliffe and colleagues (2007) and McSweeney 
and O’Connor (2008), although, as described before, other studies did show different results. 
Our study offers an explanation for the differences in trajectories of depressive feelings. 
Residents with high need fulfillment had less depressive feelings at baseline and showed 
no change (in case of low need importance) or a minor decrease (high need importance) in 
depressive feelings, whereas residents with low need fulfillment (high and low importance) 
started higher but decreased substantially in self-reported depressive feelings. 
In particular the residents that consider the three needs to be important but experience 
low fulfillment of these needs are of interest. These residents had the highest initial levels 
of depressive feelings that, although they decreased modestly, remained relatively high 
Figure 1. Prototypical plot of trajectories of depressive feelings over time for four groups of participants.
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compared to the other three groups. Possibly, when residents do not adapt (lower) their 
needs for relatedness, autonomy, and competence, it takes longer to acquire a high state 
of well-being. This is comparable to the conclusion of Sterns (2007) that being proactive, 
by for instance complaining to a staff member about a specific unfulfilled need, resulted 
in unsuccessful adaptation and a lower morale. Therefore, it is of importance to take into 
account nursing home residents’ needs, wishes and expectations concerning relatedness, 
autonomy, and competence in the nursing home. When there is insight in residents’ needs 
soon after they move, the fulfillment of these needs could be facilitated which probably 
makes the first months of living in the nursing home somewhat easier. As staff forms a major 
source of contact for nursing home residents, the relationship with professional caregivers 
is crucial in promoting need fulfillment and well-being. Staff should be trained in asking for 
psychological needs and anticipate on these needs during daily care routines. 
A limitation of the current study is the relatively small sample size and the large attrition 
over time. The sample size could partially be explained by residents’ reluctance to participate 
in video-recordings, which were made for another research purpose. Although the study 
was conducted at nursing home units for long-term care, a considerable group of residents 
moved out of the nursing home (they either went home or to a less intensive care facility) 
before the second measurement wave. This indicates that residents were initially ‘falsely’ 
admitted to long-term care units and probably should have been on a rehabilitation unit. 
Comparison of this group of residents to the other residents shows that residents who 
moved out had less depressive feelings at baseline than the rest of the sample, which could 
have distorted the results of this study. However, we also conducted the analysis with the 
longitudinal participants only and found the interactions between need fulfillment and need 
importance over time with depressive feelings to remain. 
Future research should focus on the three needs separately in a larger sample to gain 
more insight into the contribution of relatedness, autonomy, and competence to depressive 
feelings over time. In investigating adaptation to the nursing home it would be ideal to 
measure the needs and need fulfillment of older people before rather than after moving to 
a nursing home. Although there are many practical difficulties it is worth the effort to gain 
more insight into this difficult process of adapting to an institutional setting. Another option 
for future research would be to cross-sectionally compare the importance and fulfillment of 
relatedness, autonomy, and competence between independently living older adults and older 
adults living in a nursing home. It is to be expected that in particular the nursing home as an 
institutional setting with all the belonging consequences is associated with adaptation and 
fulfillment of psychological needs. 
2
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SUMMARY OF THE RESEARCH PROJECT
The quality of life and well-being of nursing home residents have become increasingly important 
in the last years. The change from a focus on quality of care to a focus on quality of life concerns 
research as well as the daily practice in nursing homes. Although substantial improvements 
have been made for people with dementia (a Dutch national program on dementia care 
already exists), the group of residents with mainly physical problems is receiving less attention 
in general. Research that did focus on ‘somatic’ nursing home residents was mainly theory-
poor. Therefore, the main aim of this thesis was to provide insight in the well-being of somatic 
nursing home residents using theory-driven research. Self-determination theory (Ryan & Deci, 
2002; Deci, 2008) serves as the theoretical background of the project. The emphasis within this 
main aim was on the fulfillment of three basic psychological needs (autonomy, relatedness, and 
competence) of the residents in the relationship with their professional caregivers. Additional 
aims were to compare resident and observer perspectives on resident need fulfillment, to 
explore the importance residents attach to fulfillment of the three needs, and to investigate the 
relation between need fulfillment and well-being over time. 
The thesis consists of five studies, based on data collected in three different samples. In 
total, 183 residents of 17 nursing homes participated. Studies 1 and 2 (based on samples 1 
and 2) were carried out with residents who had already been living in the nursing home for a 
longer time. Studies 3, 4, and 5 (based on sample 3) were based on a longitudinal project in 
which newly admitted residents were followed from 4-6 weeks after moving into the nursing 
home until 6 months later. Three types of methods were used to collect data to address 
the research aims of this thesis: (a) structured questionnaires to assess need fulfillment and 
well-being rated by residents (used in study 1, 3, and 5) (b) video observations to assess 
need support by caregivers and resident well-being rated by trained observers (used in study 
2 and 3) and (c) semi-structured interviews to assess the importance residents attach to 
autonomy, relatedness, and competence and the need fulfillment they experience during 
care (used in study 4). The five studies that were presented in the previous chapters will now 
be summarized, followed by the main conclusions of the thesis and a general discussion.
Study 1. The aim of the first study (Chapter 2) was to examine the contribution of need 
fulfillment in the caring relationship to residents’ subjective well-being. It was expected that 
the relation of need fulfillment in the caring relationship with well-being is mediated by need 
fulfillment in general. Need fulfillment refers to the extent to which residents experience 
autonomy (e.g., choice), relatedness (e.g., feeling connected, cared for), and competence (e.g., 
feeling capable). The relationship between perceived need fulfillment in the caring relationship, 
perceived need fulfillment in general, and subjective well-being (depressive feelings and life 
satisfaction) was examined in 88 residents (mean age 79 years) using structured questionnaires. 
Furthermore, information about possible confounders, including subjective health, functional 
impairment, and personality traits (neuroticism and extraversion) was collected. 
The results showed that residents rate their need fulfillment in general to be relatively 
high and their need fulfillment in the caring relationship even higher. As hypothesized, 
it was shown that higher need fulfillment in the caring relationship contributed to the 
96
prediction of less depressive feelings (over and above the contributions of subjective health 
and neuroticism) and more satisfaction with life. Also in accordance with the hypothesis, 
need fulfillment in general mediated the relation between need fulfillment in the caring 
relationship and depressive feelings. 
In conclusion, the findings of this first study confirm the basic assumption derived from 
self-determination theory that need fulfillment (of autonomy, relatedness, and competence) 
is related to well-being. The caring relationship plays, through need fulfillment in general, an 
important role in residents’ well-being. 
Study 2. The second study (Chapter 3) reported on the quality of caring relationships in 
four somatic nursing homes. As a continuation of the first study in which resident self-ratings 
were central, the purpose of this study was to explore the relationship between observed 
need fulfillment and well-being during caregiving episodes. It was investigated whether 
observed caregiver support of autonomy, relatedness, and competence during morning care 
was related to the observed well-being as well as the subjective, self-rated well-being of 
residents. Moreover, this study explored how caregiver and resident characteristics are related 
to the support of need fulfillment by caregivers. 
Twenty residents (mean age 79 years) were videotaped three times with different caregivers 
(N=31) during morning care, resulting in 60 video-observations. The additional data were 
collected with structured questionnaires. For the analysis of the video recordings a model 
on interaction between (professional) caregivers and children was used (Erickson, Sroufe, & 
Egeland, 1985; de Schipper, Riksen-Walraven, & Geurts, 2006). This model was adapted to 
the nursing home situation based on previous research on interactions between residents and 
nursing staff as well as on clinical experience in the nursing home. This resulted in three rating 
scales measuring caregiver behavior: support of relatedness (showing warm interest, providing 
emotional support), support of autonomy (showing respect for residents’ opinion, offering 
choice), and support of competence (stimulating independence and structuring morning care). 
Furthermore, three rating scales measuring resident situational well-being were developed for 
the purpose of this study: positive affect (e.g. laughing, telling stories) depressed affect (e.g. 
sadness, fear), and negativity (e.g. irritation, dislike). Two trained observers rated the video 
recordings on the six scales and the interrater agreement for the scales was high.
The results showed that residents’ fulfillment of the needs for autonomy, relatedness, 
and competence are, on average, supported to a moderate degree during morning care 
interactions with caregivers. Need support across care episodes varied widely for residents: the 
consistency within caregivers was higher than the consistency within residents. Furthermore, 
caregiver support of the three needs was related to residents’ observed situational well-
being: in particular support of relatedness was related to more positive affect and to less 
depressed affect and negativity. No relation between observed need support and self-rated 
depressive feelings or satisfaction with life was found. With regard to resident characteristics, 
the results showed residents with higher physical dependency to receive more support of 
relatedness. Concerning caregiver characteristics, higher education and higher job function 
were related to more support of residents’ needs. The results suggest the importance of need 
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support in the caring relationship for residents’ well-being. Although there is moderate need 
support, on average, the quality of the interactions varies widely and seems to depend more 
on the caregiver working on that particular day than on the resident being cared for. 
Study 3. The study presented in chapter 4 aimed to examine whether and to what extent the 
resident perspective and the trained observer perspective on need fulfillment are comparable. For 
this comparison three resident self-report measures of need fulfillment were used. The resident 
measures differ in level of specificity: experienced need fulfillment in general, need fulfillment by 
the nurses as provided in general (in the caring relationship), and need fulfillment in a specific 
caregiving episode as provided by one specific nurse. In addition to the self-report measures we 
also used an observational measure of need fulfillment during this caregiving episode, which 
was recorded on videotape and rated afterwards by trained observers. The second aim of the 
study was to investigate which of the four measures of need fulfillment was related best to 
residents’ subjective well-being (i.e., depressive feelings and satisfaction with life).
In this study, 36 residents (mean age 80 years) participated. They completed a 
questionnaire on need fulfillment in general, depressive feelings and satisfaction with life. 
After the video-recordings, a semi-structured interview (developed for the purpose of the 
study) took place during which residents answered questions on need fulfillment during the 
video-taped morning care episode and more generally in the caring relationship. For the 
rating of the video observations the scales developed in study 2 were used. 
The results showed that there was weak to moderate agreement between resident and 
observer ratings and that residents tended to rate their need fulfillment higher than observers, 
when both rated need fulfillment in the same caregiving episode. Of the three measures of 
residents’ self-reported need fulfillment, need fulfillment in general had the strongest relation 
with the observer rated need fulfillment. Need fulfillment in general was also the only need 
fulfillment measure to which residents’ subjective well-being was significantly related. 
Our finding that residents rated their need fulfillment higher than observers may be 
explained by different processes, including the use of cognitive strategies, a change in 
identity, and existing power relations in nursing homes. 
Study 4. The first aim of the fourth study (chapter 5) was to investigate the importance 
residents attach to relatedness, autonomy, and competence and what their experiences 
are with the fulfillment of these needs in the caring relationship. In addition, discrepancies 
between attached importance and fulfillment of the needs were explored, as well as the 
role of resident age, health, and cognition. A structured questionnaire on need importance 
- developed for the purpose of this study - was completed by 75 recently admitted somatic 
nursing home residents (mean age 79 years). A subgroup of 35 residents was also asked 
about the fulfillment of autonomy, relatedness, and competence in the caring relationship, 
using a semi-structured interview. Resident ratings of need importance and need fulfillment 
were illustrated with qualitative data: comments the residents gave on the scale items and 
the question ‘what characterizes your favorite caregiver?’.
The results indicated that residents considered fulfillment of the three needs to be 
important to very important, with the highest ratings for the importance of relatedness. 
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All residents considered this need to be important, whereas for autonomy and competence 
there were substantial individual differences. Residents mentioned different characteristics of 
their favorite caregiver, but most of these characteristics reflected the need for relatedness. 
Residents experienced high fulfillment of the three needs in the caring relationship, on 
average, but there were wide individual variations and the resident comments showed 
more nuanced results. More than twenty percent of the residents considered the three 
needs to be important, but experienced low fulfillment of the needs. With regard to 
resident characteristics, older residents considered competence to be less important than 
younger residents and residents with higher cognitive functioning considered autonomy 
of more importance than residents with lower cognitive functioning. The latter residents 
also experienced more autonomy. Finally, residents with poorer health experienced more 
relatedness than residents with better health. 
In conclusion, relatedness was found to be the most important need and the importance 
attached to autonomy and competence varied between residents. In about one fifth of the 
residents there was a discrepancy between the need fulfillment they experienced and the 
importance they attached to this need. More attention should be paid to the individual needs 
of residents in order to raise their well-being. Staff should be provided with the skills and 
opportunities to get insight in these needs and to be able to support individual needs. 
Study 5. The first goal of the fifth study (chapter 6) was to investigate if there is a change 
in depressive feelings over time during the first eight months of living in a nursing home. The 
second aim was to examine how residents’ need fulfillment in general and the importance 
they attach to the needs are related to depressive feelings over time.
Structured questionnaires on depressive feelings, need importance, and need fulfillment 
in general were completed by 75 residents (the same as in Study 4) at about six weeks after 
moving into the nursing home. Three months later these questionnaires were completed 
by 37 residents and another three months later by 23 residents. Individual growth curve 
modeling following Singer & Willet (2003) was used to analyze the data. This method has 
great advantages for our dataset because of its flexibility in treating missing data.
The results of the growth model showed no change in depressive feelings over time. 
However, there was significant variance in depressive feelings within and between persons. 
Furthermore, the results showed a main effect of need fulfillment and an interaction effect of 
need fulfillment*need importance on depressive feelings over time. A prototypical plot shows 
that residents with low need fulfillment had higher initial levels of depressive feelings and 
decreased modestly over time, regardless of their need importance. Residents with high need 
fulfillment had lower initial levels of depressive feelings, but their trajectories differed for 
participants with low and high need importance. Residents with low need importance started 
with lower levels of depressive feelings but remained stable over time, whereas residents with 
high need importance had more depressive feelings at T1, but decreased slightly over time.
In sum, although depressive feelings in general did not change over time, individual 
trajectories of depressive feelings showed more nuances and seemed to depend on need 
fulfillment and need importance. Residents with high need importance and low need fulfillment 
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had higher initial levels of depressive feelings that decreased modestly over time, although the 
level of depressive symptoms remained higher as compared to the other residents.
GENERAL CONCLUSIONS
Overall, the outcomes of the five studies can be summarized in the following main conclusions:
• Fulfillment of the needs for autonomy, relatedness, and competence is related to the 
well-being of elderly residents of somatic nursing homes. Professional caregivers can 
contribute to residents’ need fulfillment and well-being.
• Residents themselves report to be satisfied about their need fulfillment, whereas 
observations show only moderate need support by caregivers. 
• Need support by caregivers as rated by independent observers varies widely and 
depends more on characteristics of the caregiver working that day than on the 
resident being cared for. 
• Individual characteristics of residents, like age and health, are related to the extent to 
which residents experience need fulfillment.
• Residents attach the most importance to relatedness, compared to autonomy and 
competence. 
• In a considerable group of residents there is a discrepancy between the importance 
attached to need fulfillment and the extent to which the needs are actually fulfilled: 
one fifth of the residents consider one or more needs of importance, but experience 
low fulfillment of the need(s).
• The residents that consider need fulfillment to be highly important but experience 
low need fulfillment had higher initial levels of depressive feelings that decreased 
modestly over time, although the level of depressive feelings remained higher as 
compared to the other residents.
GENERAL DISCUSSION
The applicability of self-determination theory in the nursing home 
The main aim of this thesis was to investigate the well-being of somatic nursing home 
residents from the theoretical perspective of self-determination theory. Up to now, this 
theoretical perspective on well-being had been extensively used in life domains such as 
parenting, education, sport and exercise, the workplace, and healthcare. The nursing home 
setting forms a unique environment with restricted circumstances in which the basic needs 
for autonomy, relatedness, and competence become difficult to satisfy. So the current thesis 
offers new insight in the applicability of self-determination theory in a life domain that has 
not been systematically researched before. In this section the value of using this theory as 
well as its limitations will be discussed. 
The findings of the present thesis support the basic idea of self-determination theory, 
namely that need fulfillment and well-being are related, in the context of nursing homes. The 
relation between need fulfillment and well-being was found using both self-reports (studies 
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1, 3, 5) and observations (study 2). The self-report (questionnaire) studies showed that higher 
fulfillment of autonomy, relatedness, and competence is related to more subjective wellbeing, 
i.e., less depressive feelings and more satisfaction with life. This finding extends the results 
of previous research, which only focused on the relation between autonomy and relatedness 
with residents’ well-being (Kasser & Ryan, 1999). Furthermore, the results of this thesis 
suggest that need fulfillment has a reducing effect on depressive feelings over time. This 
finding extends previous research that solely investigated the relationship between autonomy 
and psychological adjustment over time (Philippe & Vallerand, 2008). The observational 
studies in this thesis add unique results to previous research based on self-determination 
theory that did not take video-observations into account. 
The findings of this thesis are also in line with previous studies that have investigated 
constructs similar to the three needs, using either self-reports or observations. First, a 
large number of studies have shown beneficial effects of autonomy, choice, and control in 
long-term care (e.g., Agich, 1993; Collopy, 1988; Kane et al., 1997; Langer & Rodin, 1977; 
Wallace & Bergeman, 1997). Also the need for relatedness has been investigated in several 
studies on loneliness, social support and relationships within the nursing home (e.g., Fessman 
& Lester, 2001; Patterson, 1995). Finally, competence and related constructs such as (in) 
dependence and learned helplessness have been studied by Baltes and Wahl (1992) and 
Seligman (1975). These studies did investigate the three needs of self-determination theory 
(or similar constructs), but not together in the same study and in relation to each other. 
This thesis has shown that it is a fruitful approach to study the three needs of relatedness, 
autonomy, and competence together and from the same theoretical perspective. They 
represent three interrelated and highly important determinants of the social psychological 
well-being of nursing home residents. 
Another basic assumption of self-determination theory that made it appropriate for 
application to the research reported in this thesis is that it recognizes the major role of the 
social context in the need fulfillment of people. The authors of self-determination theory 
perceive people as actively attempting to fulfill their basic needs on the one hand, but on 
the other hand predict that social environments can either support or thwart need fulfillment 
and with that have influence on people’s health and well-being. We predicted that the 
environment of nursing home residents, in particular the nursing staff, has great influence 
on residents’ need fulfillment, which was confirmed in this thesis. This finding is in line with 
previous research that shows the actual nursing home environment to influence residents’ 
perceptions of autonomy (Philippe & Vallerand, 2008). We have also seen the importance of 
residents having an active role themselves in the fulfillment of their own needs: the support 
of their need fulfillment will be easier when residents actively communicate their needs to the 
environment. This topic will be more extensively discussed in the following sections. 
Next to the above assumptions that make self-determination theory a fruitful starting 
point for studying well-being in nursing homes, the theory also includes assumptions that limit 
its applicability to research in the nursing home setting. The first and most crucial limitation 
lies in the assumption that the three needs are important for every individual. Within the 
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theory there is no attention for individual differences in the strength of the needs. This 
thesis shows that not every nursing home resident attaches equal importance to autonomy, 
relatedness, and competence. There probably is a basic level of desire for fulfillment of the 
three needs in most residents, but the large variations in need importance that we found 
cannot be explained by self-determination theory. A second limitation in the applicability of 
self-determination theory lies in the assumption that the three needs are equally important, 
whereas it seems that for the nursing home population in general relatedness is the most 
important need. Given these limitations, it is necessary to use a complementary theoretical 
framework such as person-environment congruence theory (e.g., Lawton, 1998) when 
investigating self-determination theory in long-term care (see also the next paragraph). 
Altogether, self-determination theory has proven to be very useful as a theoretical 
perspective to apply when investigating and describing the psychosocial well-being of nursing 
home residents. When combined with theories that focus on individual differences in need 
fulfillment and the possible change in needs when moving into a nursing home, this framework 
can yield novel insights into nursing home residents’ well-being and its determinants.
The role of need importance and other resident characteristics
This thesis has shown the usefulness of self-determination theory in (somatic) nursing homes, 
but it also has shown what is missing in this theory on well-being: the role of the importance 
residents attach to the three needs and the role of individual differences in need fulfillment 
and need importance. In this section, these topics will be discussed and placed within the 
scope of providing the best care for nursing home residents. 
By investigating the importance residents attach to the needs of self-determination theory, 
we were able to gather more detailed information concerning the well-being of individual 
nursing home residents. A crucial finding of this thesis was that combining need fulfillment 
and need importance results in a group of residents that may be at higher risk of having 
depressive feelings: the residents that consider the three needs to be important, but experience 
low fulfillment of the needs. This finding is in line with person-environment congruence 
theories (e.g., Lawton, 1998; Kahana, Kahana, & Riley, 1989; Peace, Wahl, Mollenkopf, & 
Oswald, 2003) that consider not only the environment (i.e., need fulfillment) of importance 
for well-being, but in particular the match between this environment and characteristics 
of the individual (i.e, the importance the individual attaches to a need). Adaptation theory 
(Brändtstädter & Rothermund, 2002) is another theory that can explain this finding that not 
only low need fulfillment as such, but low need fulfillment in combination with high need 
importance may contribute to depressive feelings. From adaptation theory it can be predicted 
that nursing home residents lower (the importance attached to) their needs as soon as they 
move into the nursing home. When residents do not adapt their needs to the nursing home 
setting and when at the same time these needs are not (fully) being fulfilled, this appears to 
negatively affect the residents’ well-being. 
In order to provide nursing home residents with the best psychosocial care insight in 
their need fulfillment as well as in the importance they attach to a need is crucial. Along 
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with that, it is important to know which individual characteristics of residents are related 
to need fulfillment and need importance. The results of the various studies in this thesis 
suggest that residents’ age, cognitive functioning, personality, and in particular health-
related characteristics partially explain individual differences in need fulfillment and need 
importance. Residents with better subjective health experienced more need fulfillment in the 
caring relationship (study 1) and need fulfillment in general (study 5). However, when the 
needs are investigated separately (studies 2 and 4), subjective health appears to be related 
only to the fulfillment of the need for relatedness and that the relationship is reversed: poorer 
subjective health was related to more caregiver support of relatedness (study 2) and to more 
need fulfillment in the caring relationship (study 4). Study 2 also showed more functional 
impairment to be related to more support of relatedness. An explanation for these seemingly 
inconsistent findings could be the following. On a more general level, residents with a better 
health experience more need fulfillment and in particular more autonomy and competence, 
because their physical skills are better. On the level of the caring relationship, however, 
residents with poorer health are more dependent on the nursing staff and therefore might 
attract more attention from staff resulting in a higher fulfillment of relatedness. Anyhow, 
these results underscore the importance of taking into account individual characteristics of 
residents in the provision of (psychosocial) care to residents. 
To conclude, in supporting the fulfillment of the basic needs for autonomy, relatedness, 
and competence, residents’ individual needs, the importance they attach to these needs, and 
personal characteristics should always be taken into account. This fits with the growing trend 
to provide person-centered care in health- and nursing care. Person-centered care seems 
even more important in this group of residents with relatively intact cognition, compared to 
residents with dementia, because somatic nursing home residents are in general well able 
to make their own wishes known. When residents are being viewed as having an active role 
in determining their own well-being and are stimulated in voicing their own opinion, need 
fulfillment and well-being would probably rise. Therefore, the ‘empowerment’ of nursing 
home residents is of importance, which involves recognizing, promoting, and enhancing 
residents’ abilities to meet their own needs (e.g., Campbell, 2003; Rodwell, 1996). 
Altogether, nursing homes should provide a basic level of autonomy, relatedness, and 
competence for nursing home residents. But in order to optimize the psychosocial well-being 
of the residents, this basic level should be adapted to the importance individual residents 
attach to the three needs, and to other resident characteristics. 
The use of different methods for studying need fulfillment
In this thesis different methods were used to assess the need fulfillment of nursing home 
residents: structured questionnaires, observations, and semi-structured interviews. In this 
section it will be discussed what this multi-method approach has yielded and what might be 
the best way to measure need fulfillment in the nursing home. 
In the majority of our studies structured questionnaires were used to assess residents’ 
self-reported need fulfillment. We considered it remarkable that residents rated their need 
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fulfillment - and in particular need fulfillment in the caring relationship – as relatively high. 
That is because these findings contradict those of a Dutch national survey in nursing homes 
in which a considerable number of residents was unsatisfied with their social contacts and 
could not decide for themselves when to use the toilet and when to receive care (de Klerk, 
2005). Also, previous international nursing studies showed rather negative results including 
a lack of socio-emotional interaction and the disregard of independence in nursing homes 
(Baltes, 1996; Gubrium & Holstein, 1999; Sachweh, 1998; Williams & Nussbaum, 2001). 
However, these studies were mainly observational and the results of our own observational 
study were indeed more in line with those of the previous studies: support of residents’ need 
fulfillment by caregivers was found to be only moderate on average.
An advantage of our study is that we collected both self-reports and observations of 
the same residents, which enabled us to directly compare the resident perspective and the 
trained observer perspective. This comparison showed that there was only weak to moderate 
agreement between the perspectives of residents and observers, and that residents rated 
their need fulfillment (in particular need fulfillment in the caring relationship) higher than 
trained observers did. The question that rises is what might explain this discrepancy. Taken 
together, there are five possible explanations for the relatively high levels of self-reported 
need fulfillment that were found in the present thesis. 
The first is a general explanation: the tendency of people to present their lives satisfactory 
to other people and in particular researchers, which is called the ‘happiness barrier’ (Roos, 
1988). This could be in particular the case for older adults, since they are in general better able 
to master negative emotions and present a positive face to the world (Marcoen, Coleman, & 
O’Hanlon, 2007).
A second explanation concerns adaptation processes. It is likely that nursing home 
residents adapt their needs to their new physical and environmental situation. The use of 
cognitive strategies, such as lowering their expectations, may help residents to adapt to the 
nursing home setting. By lowering their expectations about, for example, levels of choice in 
the nursing home, the fulfillment of autonomy residents experience is probably higher than 
one would predict when expectations are high. This phenomenon of changing cognitions 
in order to feel better and more in control about a particular situation is well-known and 
described by different authors (e.g., Brändtstädter & Rothermund, 2002; Heckhausen, 
Wrosch, & Schulz, 2010; Festinger, 1957). 
A third explanation, related to this use of cognitive strategies, is a possible change in 
residents’ feeling of identity. Research has shown that older people internalize stereotypical 
views, such as, ‘older adults are incompetent’ (Levy, 2003). This could create a change in 
identity from ‘independent person’ to a typical ‘nursing home resident’ with high dependence 
on others. People who see themselves as dependent persons will probably rate their need 
fulfillment in a different way than people who see themselves as autonomous. 
A fourth explanation for the relatively high self-rated need fulfillment in nursing homes 
could be the existence of power relations between staff and residents in the nursing home. 
Power relations in nursing care are characterized by the power of the nursing staff, expressed 
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through control, due to the dependent position of residents. This position in which residents 
depend for a large part of their daily well-being on nursing staff might make them reluctant 
to be critical. This hesitance to complain or criticize care has also been reported in previous 
studies (e.g., Mozley et al., 2004).
A fifth explanation could be the process of social comparison: how one perceives one’s 
relatedness, competence and autonomy, in comparison to that of others (Buunk, 1995). It 
can be expected that residents view their own need fulfillment relatively high when compared 
to that of other residents with, for example, more physical problems.
To conclude, the relatively high resident self-ratings of need fulfillment make the use of 
questionnaires to assess need fulfillment questionable. Taken the results of the different studies 
and the above explanations into account, a semi-structured interview probably approaches 
residents’ real needs best. Observations could provide detailed information in addition to 
residents’ self-reports, especially when the observations are also used during conversations 
with residents. In future research, in-depth studies using elaborate individual interviews or 
focus groups can be used. During these conversations, parts of video-observations can be 
shown and discussed to gather more detailed information about residents’ need fulfillment, 
in particular the fulfillment of needs in the relationship with staff. 
Limitations and directions for further research
In this thesis, multiple methods (questionnaires, semi-structured interviews and extensive video-
observations) and different designs (both cross-sectional and longitudinal) were used. The 
studies within this thesis are the first to investigate need fulfillment in the nursing home in such 
a comprehensive manner. The connection of a theoretically based assumption derived from 
self-determination theory with assumptions from adaptation theory and person-environment fit 
theories enabled us to obtain detailed insights in the relation between fulfillment of autonomy, 
relatedness, and competence and resident well-being. But next to these strengths, our studies 
also have limitations that should be considered in interpreting the results of this thesis. 
A first and important limitation is that the sample size, particularly in the study using 
video-observations and the longitudinal study, was relatively small. The main reason was 
residents’ reluctance to participate in the observational part of the studies. Due to selection 
bias, the residents participating in these studies might differ from nursing home residents 
in general, which could negatively affect the generalizability of the results. Although our 
samples are, with regard to sociodemographic variables, comparable to a large Dutch survey 
sample in somatic nursing homes (den Draak, 2010), it remains unclear whether other factors 
such as residents’ personality might have influenced residents’ participation in the study. 
Another factor that has restricted the sample size in this thesis is that inclusion of residents 
depended on a lot of accidental factors such as the number of new admissions to the nursing 
home and the number of residents that moved, became ill, or deceased before or during the 
study. The latter factors applied to the longitudinal study in particular. Also, in some of the 
nursing homes the notification of new residents to the researcher went often problematic in 
that they forgot or were too late with reporting recently moved residents. The above problems 
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in acquiring participants also prevented us to compare different nursing homes on need 
fulfillment, while taking into account institutional factors such as the institutions’ vision on 
autonomy and characteristics of the building. The sample sizes of the separate nursing homes 
were too small to accurately compare them. Future research should certainly pay attention to 
the above mentioned issues that can hamper (longitudinal) research in institutional settings. 
A second limitation, specifically for the longitudinal study, is that the moment of the first 
measurement wave, four to six weeks after the residents’ moving into the nursing home, may 
have been too late to find some of the effects we were interested in. Because residents probably 
have already started their adaptation processes in these first weeks and possibly even before 
moving into the nursing home, it is hard to investigate when adaptation starts and how this 
influences their perceptions of need fulfillment and need importance. There is some evidence 
from previous research that institutionalization already starts before entering the nursing 
home. Comparison of a waiting list sample with two control samples revealed that waiting list 
respondents were more like institutionalized elderly persons in being depressed (Tobin, 1989). 
Then, after admission there is a ‘first month syndrome’: in the first weeks after admission most 
residents become depressed, disoriented or deteriorate rather rapidly. After two months of living 
in the nursing home a first balance in well-being is reached (Tobin, 1989). Possibly due to the 
above mentioned design limitation, these findings could not be replicated in the longitudinal 
study of this thesis. A challenge for future research would be to interview residents already before 
they enter the nursing home and soon after the transition. This enlarges our understanding of 
possible changes in expectations and experiences of need fulfillment in nursing home residents. 
Furthermore, the role of resident characteristics that play a role in adaptation processes needs 
to be further investigated. In particular personality characteristics and coping styles may be of 
influence (e.g., Danhauer, Carlson, & Andykowski, 2005; Tobin, 1989). 
A third limitation is the fact that four of the five studies in this thesis had a concurrent 
correlational design, which implies that we have to carefully interpret the causal direction 
of the results. For example, higher need fulfillment can result in less depressive feelings and 
more life satisfaction, but the possibility remains that residents who are more depressed 
or less satisfied report lower degrees of need fulfillment. The longitudinal study allows a 
somewhat stronger causal interpretation of the relation between need fulfillment and 
depressive feelings. However, only with an experimental design we can conclude such a 
causal relation with certainty. Future research should therefore also focus on intervention 
studies in which the effect of improved need fulfillment on well-being is investigated.
A fourth limitation is that the studies described in this thesis focused on the perspective of 
nursing home residents and the perspective of trained outside observers, but did not include 
the perspective of the caregivers. Since the caring relationship concerns both the resident 
and the professional caregiver, future research should also take into account the caregivers’ 
perspective. The perspective of caregivers possibly differs from that of trained observers 
because caregivers are actors as well as observers in the same caregiving situation and they 
know the residents and their backgrounds. According to previous studies, perceptions of 
staff and residents concerning quality of life do not correspond (e.g., Spector & Orrell, 2006). 
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Therefore, it is of importance to pay attention to possible discrepancies between staff and 
resident perspectives in order to optimize caring relationships. 
Implications for nursing home practice
The findings of this thesis have several consequences for clinical practice, which can be divided 
into implications on different levels. At the level of the residents, a first step would be to start 
conversations with them in order to clarify their needs and wishes with respect to living in the 
nursing home and the caring relationship in particular. Based on this thesis, a topic list can be 
developed that caregivers and other staff members can use to make an inventory of residents’ 
psychosocial needs. It is extremely important to discuss with residents how and when needs 
can be fulfilled and to evaluate need fulfillment on a regular base. Extra attention should be 
given to residents who experience low fulfillment of a need, while considering this need to 
be important. In addition to interventions or initiatives based on individual needs, there are 
several possibilities to support nursing home residents need fulfillment in general.
At the level of the caring relationship we have seen that it is most important to invest in 
relatedness during interactions with residents. Relatedness can be supported through often 
small gestures and initiatives of the caregiver. By talking about other subjects than care alone 
such as family, grandchildren, former jobs, or hobbies of the resident, for instance. Also, a 
lot of residents in our study indicated that they appreciate it when they can laugh with staff, 
when they make jokes. Staff should be made conscious of the positive influence of non-verbal 
behavior such as smiling, making eye-contact, and touching the resident in a gentile and 
warm manner during interactions. Autonomy can be supported by involving residents in all 
kinds of decisions during care. For instance, by asking what clothes they want to wear. Asking 
residents for permission and feedback stimulates their feelings of autonomy, for instance: 
“May I turn you around now?” or “Does this feel good for you?”. Competence can be 
stimulated by asking residents to help during care, with washing their own face for example, 
but without patronizing the residents. Given that our observational study showed only 
moderate need support, on average, with a wide variation between caregivers, improvement 
is certainly possible and education seems meaningful. Staff can be trained in supporting need 
fulfillment by information meetings in which preferably fragments of video-observations are 
used. This would be in line with the growing trend to use video interaction guidance in care. 
This method is widely used in parenting and child care and in the Netherlands there is a 
growing trend to use video interaction guidance in care for older people (de Groot, 2006). 
The use of video material is a clear way to discuss the three needs and to show (often subtle) 
differences between an empathic interaction and a rather cold one, for example. In addition, 
video-observations can show to professional caregivers with high work load that most ways to 
support need fulfillment during care are not time consuming. 
This thesis has also implications at the level of all other disciplines that work with nursing 
home residents besides the nursing staff. Although the caring relationship is highly important, 
other disciplines should also be involved in supporting need fulfillment. It is to be expected 
that, among others, physicians, physical therapists, occupational therapists and psychologists 
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can contribute to need fulfillment when taking the three needs into account during their 
interaction with residents. A general training for each staff member could certainly contribute 
to an ambiance in nursing homes in which need fulfillment plays a crucial role. 
At the organizational level of the nursing homes, there are plenty possibilities to improve 
and facilitate residents’ autonomy, competence, and relatedness. In addition to the provision 
of staff training one can think of offering more flexibility in care routines to improve residents’ 
autonomy. In most nursing homes all care routines are centered in the morning, whereas 
some residents prefer to take a shower in the evening, for example. Also, more flexibility 
in meals and mealtimes is something most residents prefer. Going into dialogue with the 
management, but also with kitchen and restaurant staff of the nursing home, may result in 
a wider range of options for residents, for example about were to have your meal (at your 
own room, in the shared living room, or in the restaurant of the nursing home). Residents 
should be given the opportunity to be involved in organizational decisions concerning above 
mentioned themes, at least at the level of their own living unit. Resident meetings can be 
arranged to discuss topics like care, the living environment or activities. In the classical study 
of Langer and Rodin (1976) interventions that improved residents’ responsibility and control 
resulted in higher well-being. Initiatives like this should be brought into action on a regular 
basis to facilitate residents’ adaptation to their new situation and to promote well-being. 
With regard to competence, the focus of nursing homes should be on stimulation of what 
residents are still able to do and what they like to do rather than on their disabilities. The 
majority of nursing homes do provide an activity program with all kinds of possibilities for 
residents to attend collective, small scale or (sometimes) individual activities. Besides these 
fixed activities, residents, if they appreciate this, should be involved in all kinds of daily 
activities that are often taken over by staff members. For example: helping other residents 
during meals, drying the dishes, folding linen, and reading the newspaper to other residents. 
If, on the organizational level of the nursing home, a framework is offered in which need 
fulfillment is central, caregivers are being facilitated in supporting need fulfillment during 
their individual interactions with residents. 
A final implication of this thesis can be found at the level of education for future professional 
caregivers. The importance and practical guidelines for supporting nursing home residents’ 
psychosocial needs should be integrated in nurse education. In the theoretical as well as in 
the practical part of training, the focus should be on the fulfillment of relatedness, autonomy, 
and competence for nursing home residents, next to a focus on medical and caregiving topics. 
2
REFERENCES

111
References
REFERENCES
Achterberg, W., Pot, A., Kerkstra, A., & Ribbe, M. (2006). Depressive symptoms in newly admitted 
nursing home residents. International Journal of Geriatric Psychiatry, 21, 1156-1162.
Actiz, V&VN, LOC, NVVA, Sting, IGZ, VWS, & ZN (2007). Kwaliteitskader Verantwoorde zorg [Quality 
framework for reponsible care]. Utrecht: Stuurgroep Verantwoorde zorg.
Agich, G.J. (1993). Autonomy and long-term care. New York: Oxford University Press.
Bakel, H.J.A. van, & Riksen-Walraven, J.M.A. (2002). Quality of infant-parent attachments as reflected in 
infant interactive behaviour during instructional tasks. Journal of Child Psychology and Psychiatry, 
43(3), 387-94.
Ballard, C., O’Brien, J., James, I., Mynt, P., Lana, M., Potkins, D., Reichelt, K., Lee, L., Swann, A., & Fossey, 
J. (2001). Quality of life for people with dementia living in residential and nursing home care: 
the impact of performance on activities of daily living, behavioral and psychological symptoms, 
language skills, and psychotropic drugs. International Psychogeriatrics, 13(1), 93-106.
Baltes, M. M. (1996). The many faces of dependency in old age. New York: Cambridge University Press.
Baltes, M. M. & Wahl, H. (1992). The dependency-support script in institutions: Generalization to 
community settings. Psychology and Aging, 7, 409-418.
Baron, R.M. & Kenny, D.A. (1986). The moderator-mediator variable distinction in social psychological 
research: conceptual, strategic, and statistical considerations. Journal of Personality and Social 
Psychology, 51(6), 1173-1182. 
Bergland, A., & Kirkevold, M. (2005). Resident-caregiver relationships and thriving amoung nursing home 
residents. Research in Nursing & Health, 28, 365-375.
Bitzan, J. E., & Kruzich, J. M. (1990). Interpersonal relationships of nursing home residents. The 
Gerontological Society of America, 30 (3), 385- 390.
Borglin, G., Jakobsson, U., Edberg, A., & Hallberg, I. (2005). Self-reported health complaints and their 
prediction of overall and health-related quality of life among elderly people. International Journal of 
Nursing Studies, 42(2), 147-158. 
Bowers, B. J., Fibich, B., & Jacobson, N. (2001). Care-as-service, care-as-relating, care-as comfort: 
Understanding of nursing home residents’ definitions of quality. The Gerontologist, 41(4), 539-545.
Brandtstädter, J., & Rothermund, K. (2002). The life-course dynamics of goal pursuit and adjustment: 
A two-process framework. Developmental Review, 22, 117-150. Bronfenbrenner, U. (1979). The 
Ecology of Human Development. Cambridge, MA: Harvard University Press. 
Bronfenbrenner, U., & Morris, P. A. (1998). The ecology of developmental processes. In W. D. R. M. Lerner 
(Ed.), Handbook of Child Psychology, Vol. 1: Theoretical Models of Human Development (pp. 993-
1028). New York: Wiley.
Brooker, D. (2007). Person Centred Dementia Care: Making Services Better. London: Jessica Kingsley.
Brown Wilson, C., Davies, S. & Nolan, M. (2009). Developing personal relationships in care homes: Realising 
the contributions of staff, residents and family members. Ageing & Society, 29, 1041-1063.
Buunk, , B.P. (1995). Comparison direction and comparison dimension among disabled individuals: 
Toward a refined conceptualization of social comparison under stress. Personality and Social 
Psychology Bulletin, 21, 316-330.
Calkins, M., & Cassella, C. (2007). Exploring the Cost and Value of Private Versus Shared Bedrooms in 
Nursing Homes. The Gerontologist, 47(2), 169-183.
Campbell, S.L. (2003). Empowering nursing staff and residents in long-term care. Geriatric  Nursing, 24, 
170-175.
Caporael, L. R. (1981). The paralanguage of caregiving: Baby talk to the institutionalized aged. Journal of 
Personality and Social Psychology, 40, 876-884.
Caporael, L., Lucaszewski, M. P., & Culbertson, G. H. (1983). Secondary babytalk: Judgements by 
institutionalized elderly and their caregivers. Journal of Personality  and Social Psychology, 44, 746-754.
Caris-Verhallen, W.M.C.M., Kerkstra, A., & Bensing, J. M. (1997). The role of communication in nursing 
care for elderly people: A review of the literature. Journal of Advanced Nursing, 25, 915-933.
112
Caris-Verhallen, W. M. C. M., Kerkstra, A., van der Heijden, P. G. M., & Bensing, J. M.  (1998). Nurse-
elderly patient communication in home care and institutional care: An explorative study. 
International Journal of Nursing Studies, 35, 95-108.
Caris-Verhallen, W.M.C.M., Kerkstra, A. & Bensing, J. M. (1999a). Non-verbal behaviour in nurse-elderly 
patient communication. Journal of Advanced Nursing 29, 4, 808-18.
Caris-Verhallen, W.M.C.M., de Gruijter, I.M., Kerkstra, A., & Bensing, J.Z. (1999b). Factors related to 
nurse communication with elderly people. Journal of Advanced Nursing, 30, 5, 1106-17.
Collopy, B.J. (1988). Autonomy in long-term care: Some crucial distinctions. The  Gerontologist, 28, 10-17. 
Custers, A.F.J., Kuin, Y., Riksen-Walraven, J.M.A., & Westerhof, G.J. (2009). Rating Scales for  the 
Quality of Interactions between Caregivers and Residents of Somatic Nursing Homes. Unpublished 
Manuscript. Nijmegen: Behavioural Science Institute, Radboud University. 
Custers, A. F. J., Kuin, Y., Riksen-Walraven, J. M. A. & Westerhof, G. J. (2011). Need support  and well-
being during morning care activities: An observational study on resident- staff interaction in nursing 
homes. Ageing and Society, 31(8), 1425-1442.
Custers, A.F.J., Westerhof, G.J., Kuin, Y., Gerritsen, D.L. and Riksen-Walraven, J.M.A. (2012). 
Relatedness, autonomy, and competence in the caring relationship: The perspective of nursing home 
residents. Journal of Aging Studies, 26, 319-326.
Custers, A. F. J., Westerhof, G. J., Kuin, Y., & Riksen-Walraven, J. M. A. (2010). Need fulfillment in caring 
relationships: Its relation with well-being of residents in somatic nursing homes. Aging & Mental 
Health, 14(6), 731-739.
Davies, S., Slack, R., Laker, S., & Philp, I. (1999). The educational preparation of staff in nursing homes: 
relationship with resident autonomy. Journal of Advanced Nursing, 29(1) 208-217. 
Danhauer, S.C., Carlson, C.R., & Andrykowski, M.A. (2005). Positive psychosocial functioning in later life: 
Use of meaning based coping strategies by nursing home residents.  Journal of Applied Gerontology, 
24(4), 299-318.
Deci, E.L. (2008). Self-determination theory: A macrotheory of human motivation, development and 
health. Canadian Psychology, 49, 182-185.
Deci, E.L., & Ryan, R.M. (2008). Hedonia, eudaimonia, and well-being: An introduction.  Journal of 
Happiness Studies, 9, 1-11. 
Den Draak, M. (2010). Oudere tehuisbewoners: landelijk overzicht van de leefsituatie van ouderen in 
instellingen. [Elderly in institutions: national overview of older residents’ living situation]. Den Haag: 
Sociaal en Cultureel Planbureau.
DeNeve, K.M., & Cooper, H. (1998). The happy personality: a meta-analysis of 137 personality traits and 
subjective well-being. Psychological Bulletin, 124 (2), 197- 229. Diener, E., Suh, E. M., Lucas, R. E., & 
Smith, H. L. (1999). Subjective well-being: three decades of progress. Psychological Bulletin, 125(2), 
276-302.
Dröes, R., Boelens-van der Knoop, E. C. C., Bos, J., Meihuizen, L., Ettema, T. P.,Edelman, P.,  Fulton, B.R., 
Kuhn, D., & Chang, C.H. (2005). A comparison of three methods of measuring dementia-specific 
quality of life: Perspectives of residents, staff, and observers. Gerontologist, 45 (suppl 1), 27-36.
Edvardsson, D., Winblad, B., & Sandman, P. O. (2008). Person-centred care of people with severe 
Alzheimer’s disease: current status and ways forward. The Lancet Neurology, 7(4), 362-367.
Erickson, M. F., Sroufe, L. A., & Egeland, B. (1985). The relationship between quality of attachment and 
behavior problems in preschool in a high risk sample. In I. Bretherton & E. Waters (Eds.), Growing 
points of attachment theory and research. Monographs of the Society for Research in Child 
Development, 50, 147-166.
Faulk, L. (1988). Quality of life factors in board and care homes for the elderly: A hierarchial model. Adult 
Foster Care Journal, 2(2), 100–117.
Fessman, N., & Lester, D. (2000). Loneliness and depression among elderly nursing home  patients. The 
International Journal of Aging and Human Development, 51(2), 137- 141. 
Festinger, L. (1957). A theory of cognitive dissonance. Stanford: Stanford University Press. Finnema, 
E., Dröes, R., Ettema, T., Ooms, M., Adèr, H., Ribbe, M., & van Tilburg, W. (2005). The effect of 
113
References
integrated emotion-oriented care versus usual care on elderly persons with dementia in the nursing 
home and on nursing assistents: a randomized clinical trial. International Journal of Geriatric 
Psychiatry, 51, 330-43.
Fleisher, S., Berg, A., Zimmermann, M., Wüste, K., & Behrens, J. (2009). Nurse-patient  interaction and 
communication: A systematic literature review. Journal of Public  Health, 17, 339-353. 
Folstein, M.F., Fostein, S. E., & McHugh, P.R. (1975). “Mini-mental state” – A practical method for 
grading the cognitive state of patients for the clinician. Journal of Psychiatric Research, 12, 189-198.
Fries, B. E., Schroll, M., Hawes, C., Gilgen, R., Jónsson, P. V., & Park, P. L. (1997). Approaching cross-
national comparisons of nursing home residents. Age and Ageing, 26 (suppl 2),  13-18.
Gagné, M. (2003). The role of autonomy support and autonomy orientation in prosocial behavior 
engagement. Motivation and Emotion, 27, 199-223.
Gerritsen, D. L., et al. (2006). Quality of life in dementia in perspective: An explorative study of variations 
in opinions among people with dementia and their professional caregivers, and in literature. 
Dementia, 5(4), 533-558.
Gerritsen, D. L., Ettema, T. P., Boelens, E., Bos, J., Hoogeveen, F., de Lange, J., Meihuizen, L.,  Schölzel-
Dorenbos, C. J. M., & Dröes, R. M. (2007). Differences in perspective: Do professional caregivers 
focus on the Quality of life domains that are important for people with dementia? American Journal 
of Alzheimer’s Disease and Other Dementias, 22, 176-183.
Gerritsen, D. L., Steverink, N., Ooms, M. E., & Ribbe, M. W. (2004). Finding a useful  conceptual basis for 
enhancing the quality of life of nursing home residents. Quality  of Life Research, 13, 611-624.
Gerritsen, D.L., Steverink, N., Ooms, M.E., & Ribbe, M.W. (2007). Measurement of overall quality of life 
in nursing homes through self-report: the role of cognitive impairment. Quality of Life Research, 16, 
1029-1037.
Gerritsen, D.L., Steverink, N., Frijters, D.H.M., Ooms, M, E., & Ribbe, M.W. (2010).  Social well-being and 
its measurement in the nursing home, the SWON-scale. Journal  of Clinical Nursing, 19, 1243-1251.
Goldberg, L. R. (1992). The development of markers for the Big-five factor structure. Journal of 
Personality and Social Psychology, 59(6), 1216-1229.
Gubrium, J. F., & Holstein, J. A. (1999). The nursing home as a discursive anchor for the  ageing body. 
Ageing and Society, 19, 519-538.
Guse, L.W., & Masesar, M. (1999). Quality of life and successful aging in long-term care:  perceptions of 
residents. Issues of Mental Health in Nursing, 20, 527-539. 
Grainger, K. (2004). Communication and the institutionalized elderly. In J.F. Nussbaum & J. Coupland 
(Eds.), Handbook of Communication and Aging Research (pp. 479-497). Mahwah, New Jersey: 
Lawrence Erlbaum Associates.
Groot, de, A. (2006). Goed bekeken: Tien jaar Video Interactie Begeleiding in de ouderenzorg. 
Denkbeeld, 18, 2-5.
Heckhausen, J., Wrosch, C., & Schulz, R. (2010). A motivational theory of life-span development. 
Psychological Review, 117, 32-60.
Hertogh, C. M. P. M., The, B. A. M., Miesen, B. J. L., & Eefsting, J. A. (2004). Truth telling and truthfulness 
in the care for patients with advanced dementia: An ethnographic study in Dutch nursing homes. 
Social Science and Medicine, 59, 1685-1693.
Hjaltadóttir, I., & Gústafsdóttir, M. (2007). Quality of life in nursing homes: perception of  physically frail 
elderly residents. Scandinavian Journal of Caring Science, 21, 48-55.
Hollinger-Samson, N., & Pearson, J. L. (2000). The relationship between staff empathy and depressive 
symptoms in nursing home residents. Aging & Mental Health, 4(1), 56-65.
Holtkamp, C.C.M., Kerkstra, A., Ooms, M.E., Campen, C. van & Ribbe, M.W. (2001). Effects of the 
implementation of the Residents Assessment Instrument on gaps between perceived needs and 
nursing care supply for nursing home residents in the Netherlands. International Journal of Nursing 
Studies, 38, 619-628.
Hughes, B. (1990). Quality of Life. In S.M. Peace (Ed.), Researching Social Gerontology, concepts, 
methods and issues. London: SAGE. 
114
Jones, E.E., & Nisbett, R.E. (1971). The actor and the observer: divergent perceptions of the causes of 
behavior. Morristown, New York: General Learning Press.
Jongenelis, L., Gerritsen, D. L., Pot, A.-M., Beekman, A. T. F., Eisses, A. M. H., Kluiter, H., & Ribbe, M.W. 
(2007). Construction and validation of a patient- and user- friendly nursing home version of the 
Geriatric depressive feelings Scale. International Journal of Geriatric Psychiatry, 22, 837-42.
Jongenelis, L., Pot, A.-M., Eisses, A. M. H., Beekman, A. T. F., Kluiter, H., & Ribbe, M. W. (2004). 
Prevalence and risk indicators of depression in elderly nursing home patients: The AGED study. 
Journal of Affective Disorders, 83, 135-142.
Kahana, E., Kahana, B., & Riley, K. (1989). Person-environment transactions relevant to control and 
helplessness in institutional settings. In P.S Fry (Ed.), Psychological Perspectives of Helplessness (pp. 
121-154). Alberta, Canada: Elsevier Science Publishers, B.V.
Kane, R. A. (2001). Long-term care and a good quality of life: bringing them closer together. The 
Gerontologist, 41(3), 293-304.
Kane, R. A. (2003). Definition, measurement, and correlates of quality of life in nursing homes: Toward a 
reasonable practice, research, and policy agenda. The Gerontologist, 43(II), 28-36.
Kane, R. A., Caplan, A.L., Urv-Wong, E.K., Freeman, Iris, C., Aroskar, M. A., & Finch, M. (1997). Everyday 
matters in the lives of nursing home residents: Wish for and perception of choice and control. 
Journal of the American Geriatrics Society, 45(9), 1086-1093. 
Kane, R.L., Kane, R.A., Bershadsky, B., Degenholtz, H., Kling, K., Totten, A., & Jung, K. (2005). Proxy 
sources for information on nursing home residents’ quality of life. Journals of Gerontology, Social 
Sciences, 60B, S318-S325.
Kardol, M.J.M. (2004). Zorg voor zelfstandigheid [care for independence]. Maastricht: Universiteit 
Maastricht.
Kasser, V. M., & Ryan, R. M. (1999). The relation of psychological needs for autonomy and relatedness to health, 
vitality, well-being and mortality in a nursing home. Journal of Applied Social Psychology, 29, 935-954.
Kelle, U. (2006). Combining qualitative and quantitative methods in research practice: purposes and 
advantages. Qualitative Research in Psychology, 3, 293-311.
Kempen, G.I.J.M, Doeglas, D.M., & Suurmeijer, Th, P.B.M (1993). Groningen Activiteiten Restrictie 
Schaal (GARS): een handleiding. [Groningen Activity Restriction Scale: a guideline]. Groningen: 
Rijksuniversiteit Groningen. 
Kitwood, T. (1997). Dementia Reconsidered: The Person Comes First. Buckingham: Open University Press.
Klerk de, M. (2005). Ouderen in instellingen: landelijk overzicht van de leefsituatie van oudere 
tehuisbewoners. [Elderly in institutions: national overview of older residents’ living situation]. Den 
Haag: Sociaal en Cultureel Planbureau.
Klerk de, M. (2011). Zorg in de laatste jaren. Gezondheid en hulpgebruik in verzorgings- en 
verpleeghuizen 2000-2008. [Care over de last years. Health and use of assistance in care- and 
nursing homes 200-2008]. Den Haag: Sociaal en Cultureel Planbureau.
Kruzich, J. M., Clinton, J. F., & Kelber, S. (1992). Personal and environmental influences on nursing home 
satisfaction. The Gerontologist, 32(3), 342-350.
LaGuardia, J. G., Ryan, R. M., Couchman, C. E., & Deci, E. L. (2000). Within-person variation in security 
of attachment: A self-determination theory perspective on attachment, need fulfillment, and well-
being. Journal of Personality and Social Psychology, 79, 367-84.
Landeweerd, J.A., Boumans, N.P., & Nissen, J.M.F. (1996). Arbeidsvoldoening bij verplegenden en 
verzorgenden. De Maastrichtse Arbeidssatisfactieschaal voor de Gezondheidszorg [Worksatisfaction 
in nurses and caregivers. Maastricht Worksatisfactionscale for Healthcare]. In C.C. van Beek,T.C. van 
Dorsten, & G.J. Stam (Eds.). Handboek Verpleegkundige Innovatie. Houten: Bohn Stafleu.
Lange, J. de (2004). Dealing with dementia: effects of integrated emotion-oriented care on adaptation 
and coping of people with dementia in nursing homes; a qualitative study as part of a randomised 
clinical trial. Utrecht: Trimbos Institute.
Langer, E.J., & Rodin, J. (1976). The effects of choice and enhanced personal responsibility for the aged: A 
field experiment in an institutional setting. Journal of Personality and Social Psychology, 34, 191-198. 
115
References
Lann-Wolcott, H., Medvene, L. J., & Williams, K. (2011). Measuring the person- centeredness of 
caregivers working with nursing home residents with dementia. Behavior Therapy, 42(1), 89-99.
Lawton, M. P. (1983). Environment and other determinants of well-being in older people. The 
Gerontologist, 4, 349-357.
Lawton, M. P. (1998). Environment and aging: Theory revisited. In R. J. Scheidt & P. G. Windley (Eds). 
Environment and Aging Theory: A Focus on Housing (pp. 1-31). Westport, CT: Greenwood.
Lawton, M.P. (2001). The physical environment of the person with Alzheimer’s disease. Aging and Mental 
Health, 5 (S1), 56-64.
Levy, B.R. (2003). Mind matters: cognitive and physical effects of aging self-stereotypes. Journal of 
Gerontology: Psychological Sciences, 58(4), 203-211.
Lindenberg, S. (1996). Continuities in the theory of social production functions. In H. Ganzeboom, & S. 
Lindenberg (Eds.), Verklarende sociologie, opstellen voor Reinhard Wippler [Explanatory sociology, 
essays for Reinhard Wipller] (pp 169-184). Amsterdam: Thesis Publishers.
Marcoen, A., Coleman, P., & O’Hanlon, A. (2007). Psychological ageing. In: J. Bond, S. Peace, F. Dittman-
Kohli, & G. Westerhof (Eds.) Ageing in Society: European Perspectives on Gerontology (pp 38 – 67). 
London: Sage.
Mattiasson, A., & Andersson, L. (1997). Quality of nursing home care assessed by competent nursing 
home patients. Journal of Advanced Nursing, 26, 1117-1124.
McGilton, K. S., & Boscart, V. M. (2007). Close care provider-resident relationships in long- term care. 
Journal of Clinical Nursing, 16, 2149-2157.
McSweeney, K., & O’Connor, D.W. (2008). Depression among newly admitted Australian nursing home 
residents. International Psychogeriatrics, 20, 724-737.
Moos, R.H. (1976). The Human Context. New York: John Wiley and Sons.
Mozley, C.G. (2001). Exploring connections between occupation and mental health in care homes for 
older people. Journal of Occupational Science, 8(3), 14-19. 
Mozley, C., Sutcliffe, C., Bagley, H., Cordingley, L., Challis, D., Huxley, P., & Burns, A. (2004). Towards 
Quality Care: outcomes for older people in care homes. Aldershot: Ashgate. 
Newsom, J., Jones, R.N., & Hofer, S.M. (2012). Longitudinal data analysis. A practical guide for 
researchers in aging, health and social sciences. New York: Taylor & Francis Group. 
Normann, H.K., Asplund, K., & Norberg, A. (1999). Attitudes of registred nurses towards patients with 
severe dementia. Journal of Clinical Nursing, 8, 353-359.
O’Connor, B. P., & Vallerand, R. J. (1994). Motivation, self-determination, and person- environment fit as 
predictors of psychological adjustment among nursing home residents. Psychology and Aging, 9, 
189-194.
O’Neill, O. (1984). Paternalism and partial autonomy. Journal of Medical Ethics, 10, 173-178.
O’Rourke, N., Caspar, S., Gutman, G. M., Theurer, K., Cook, M., Kasprow, P., et al. (2009). Cognitive 
status and the psychological well-being of long-term care residents over time. Aging & Mental 
Health, 13(2), 280-287.
Oudshoorn, A., Ward-Griffin, C., & McWilliam, C. (2007). Client-nurse relationships in home-based 
palliative care: a critical analysis of power relations. Journal of Clinical Nursing, 16, 1435-1443.
Owens, D. J., & Batchelor, C. (1996). Patient satisfaction and the elderly. Social Science and Medicine, 
42(11), 1483-1491.
Patterson, B.J. (1995). The process of social support: adjusting to life in a nursing home. Journal of 
Advanced Nursing, 21(4), 682-689. 
Pavot, W., & Diener, E. (1993). Review of the satisfaction with life scale. Psychological Assessment, 5, 164-172.
Peace, S., Wahl, H. W., Mollenkopf, H., & Oswald, F. (2007). Environment and Ageing. In J. Bond, S. 
Peace, F. Dittmann-Kohli , & G. J. Westerhof (Eds.), Ageing in Society (3rd ed.). London: Sage.
Persson, T., & Wästerfors, D. (2009). “Such Trivial Matters:” How staff account for restrictions of residents 
influence in nursing homes. Journal of Aging Studies, 23, 1- 11.
Philippe, F.L., & Vallerand, R.J. (2008). Actual environments do affect motivation and psychological 
adjustment: A test of self-determination theory in a natural setting. Motivation and Emotion, 32, 81-89.
116
Pope, C., & Mays, N. (1993). Opening the black box: an encounter in the corridors of health services 
research. Britisch Medical Journal, 306, 315-318.
Preacher, K. J., & Hayes, A. F. (2004). SPSS and SAS procedures for estimating indirect effects in simple 
mediation models. Behavior Research Methods, Instruments, & Computers, 36, 717-731.
Ribbe, M.W. (1993). Care for the elderly: The role of the nursing home in the Dutch health care system. 
International Psychogeriatrics, 5(2), 213-222.
Ribbe, M.W., Ljunggren, G., Steel, K., Popinkove, E., Hawes, C., Ikegami, N., Henrard, J., & Jónnson, 
P.V. (1997). Nursing homes in 10 nations: a comparison between countries and settings. Age and 
Ageing, 26-S2, 3-12. 
Rodwell, C.M. (1996). An analysis of the concept of empowerment. Journal of Advanced Nursing, 23(2), 
305-313.
Roos, J.P. (1988). Behind the happiness barrier. Social Indicators Research, 20, 141-163.
Rozzini, R., Boffelli, S., Franzoni, S., Frisoni, G.B., & Trarucchi, M. (1996). Prevalence and predictors of 
depressive symptoms in a nursing home. International Journal of Geriatric Psychiatry, 11, 629-634.
Ryan, R. M., & Deci, E. L. (2001). On happiness and human potentials: A review of research on hedonic 
and eudaimonic well-being. Annual Review of Psychology, 52, 141-66.
Ryan, R. M., & Deci, E. L. (2002). Overview of self-determination theory: an organismic dialectical 
perspective. In E. L. Deci and R. M. Ryan (Eds.), Handbook of self- determination research. 
Rochester: The University of Rochester Press.
Ryff, C.D., & Singer, B. (1998). The contours of positive human health. Psychological Inquiry, 9, 1-28. 
Ryvicker, M. (2009). Preservation of self in the nursing home: Contradictory practices within two models 
of care. Journal of Aging Studies, 23, 12-23.
Sachweh, S. (1998). Granny darling’s nappies: Secondary babytalk in German nursing homes for the 
aged. Journal of Applied Communication Research, 26, 52-65.
Salari, S.M. (2002). Intergenerational partnerships in adult day centers: Importance of age- appropriate 
environments and behaviors. The Gerontologist, 42(3), 321-333.
Schipper, E.J. de, Riksen-Walraven, J.M.A., & Geurts, S.A.E. 2006. Effects of child- caregiver ratio on the 
interactions between caregivers and children in child-care centers: An experimental study. Child 
Development, 77(4), 861-874.
Schnelle, J.F., et al. (2009). Resident choice and the survey process: The need for standardized observation 
and transparency. The Gerontologist, 49(4), 517-524.
Scocco, P., Rapattoni, M., & Fantoni, G. (2006). Nursing home institutionalization: a source of eustress or 
distress for the elderly? International Journal of Geriatric Psychiatry, 21, 281-287.
Seligman, M.E.P. (1975). Helplessness: On depression development and death. San Francisco: W. H. 
Freemann & Co.
Singer, J.D., &Willett, J.B. (2003). Applied longitudinal data analysis: Modeling change and event 
occurrence. New York: Oxford University Press.
Simmons, S.F., Rahman, A., Beuscher, L., Jani, V., Durkin, D.W., & Schnelle, J.F. (2011). Resident-directed 
long-term care: Staff provision of choice during morning care. The Gerontologist, 51(6), 867-875. 
Sloane, P. D., Zimmerman, S., Williams, C. S., Reed, P. S., Gill, K. S., & Preisser, J. S. (2005). Evaluating the 
quality of life of long-term care residents with dementia. The Gerontologist, 45(SI I), 37-49.
Smalbrugge, M., Jongenelis, L., Pot, A.-M., Eefsting, J. A., Ribbe, M. W., & Beekman, A.T. F. (2006). 
Incidence and outcome of depressive symptoms in nursing home patients in the Netherlands. 
American Journal of Geriatric Psychiatry, 14(12), 1069-1076.
Sochat, T, Martin, J., Marler, M., & Ancoli-Israel, S. (2008). Illumination levels in nursing home patients: 
effects on sleep and activity rhythms. Journal of Sleep Research, 9(4), 373-379.
Spector, A., & Orrell, M. (2006). Quality of Life (QoL) in Dementia: A Comparison of the Perceptions of 
People With Dementia and Care Staff in Residential Homes. Alzheimer Disease and Associated 
Disorders, 20, 160-165.
Steel, P., Schmidt, J., & Schultz, J. (2008). Refining the relationship between personality and subjective 
well-being. Psychological Bulletin, 134(1), 138-161.
117
References
Sterns, S. (2007). Factors that impact the health and psychological well-being of older adults shortly 
following institutionalization (Doctoral dissertation). Retrieved from http://www.ohiolink.edu/etd/
Steverink, N., Lindenberg, S., & Ormel, J. (1998). Towards understanding succesful ageing: patterned 
change in resources and goals. Ageing and Society, 18, 441-467. 
Steverink, N., Westerhof, G. J., Bode, C., & Dittmann-Kohli, F. (2001). Dutch Aging Survey: 
Onderzoeksdesign en Instrumenten. [Dutch Aging Survey: Research design and instruments]. 
Nijmegen: Universiteit Nijmegen, Sectie Psychogerontologie.
Sutcliffe, C. et al. (2007). Depressed mood, cognitive impairment, and survival in older people admitted 
to care homes in England. American Journal of Geriatric Psychiatry, 15, 708-715.
Timko, C., & Rodin, J. (1985). Staff-patient relationships in nursing homes: Sources of conflict and 
rehabilitation potential. Rehabilitation Psychology, 30(2), 93-108.
Tobin, S. S. (1989). The effects of institutionalization. In K. S. Markides & C. L Cooper (Eds.), Aging, Stress 
and Health (pp. 139-163). John Wiley & Sons.
Umoren, J. A. (1992). Maslow hierarchy of needs and OBRA 1987: toward need satisfaction by nursing 
home residents. Educational Gerontology, 18, 657-670.
Vallerand, R. J., O’Connor, B. P., & Blais, M. R. (1989). Life satisfaction of Elderly individuals in regular 
community housing, in low-cost cummunity housing, and high and low self- determination nursing 
homes. International Journal of Aging and Human Development, 28(4), 277-283.
Verbeek, G. (2011). Zorg: een kwestie van tijd. Afstemming van zorgverlening en organisatie op 
tijdsperspectieven van cliënten [Care: a question of time. Timing of caretaking and organization on 
time perspectives of clients]. Amsterdam: Elsevier gezondheidszorg. 
Vermulst, A.A., & Gerris, J.R.M. (2006). QBF. Quick Big Five Persoonlijkheids-vragenlijst. Handleiding. 
[Quick Big Five Personality questionnaire. Guideline] Leeuwarden: LDC.
Wallace, K. A., & Bergeman, C. S. (1997). Control and the elderly: “goodness-of-fit”. International 
Journal of Aging and Human Development, 45(4), 323-339. 
Ward, R., Vass, A. A., Aggarwal, N., Garfield, C., & Cybyk, B. (2008). A different story: exploring patterns 
of communication in residential dementia care. Ageing & Society, 28, 629-651.
Weert, J. C. M. van., Dulmen, A. M. van., Spreeuwenberg, P. M. M., Ribbe, M. W., & Bensing, J. Z. (2005). 
Effects of snoezelen, integrated in 24h dementia care, on nurse-patient communication during 
morning care. Patient Education and Counseling, 58, 312-326.
Westerhof, G. J., Dittmann-Kohli, F., & Bode, C. (2003). The aging paradox: towards personal meaning in 
gerontological theory. In S. Biggs, A. Lowenstein & J. Hendricks (Eds.), The need for Theory: Social 
Gerontology for the 21st Century (pp. 127-143). Amityville, NT: Baywood.
Westerhof, G. J., & Tulle, E. (2007). Meanings of ageing and old age: discursive contexts, social attitudes 
and personal identities. In J. Bond, S. Peace, F. Dittmann-Kohli & G. J. Westerhof (Eds.), Ageing in 
Society (3rd ed.). London: Sage.
Williams, K. N. (2009). Elderspeak Communication: Impact on Dementia Care. American Journal of 
Alzheimer’s Disease & Other Dementias, 24(1), 11-20. 
Williams, A., & Nussbaum, J. F. (2001). Intergenerational Communication Across The Life span. Mahwah, 
NJ/London: Lawrence Erlbaum.
Woods, R.T. (2001). Discovering the person with Alzheimer’s disease: Cognitive, emotional and 
behavioural aspects. Aging & Mental Health, 5 (suppl 1), S7-S16.
Zimmerman, S. et al. (2005). Dementia care and quality of life in assisted living and nursing homes. The 
Gerontologist, 45(S1), 133-146. 
2
APPENDIX 1  
CODING MANUAL FOR THE QUALITY  
OF NURSE-RESIDENT INTERACTION

121
Coding manual 
APPENDIX 1. CODING MANUAL FOR THE QUALITY  
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With the following three rating scales the quality of interaction between nurse and resident 
can be rated. The instrument measures whether or not the nurse contributes to the fulfillment 
of residents’ basic needs during interaction. 
The scale support of relatedness rates to what extent the nurse provides emotional 
support and attention to the resident. The scale support of autonomy is about respect 
for the resident’s opinion, supporting own decisions. Support of competence is about 
instrumental support: stimulating independent behavior and offering structure. 
Support of relatedness
Support of relatedness rates the sensitivity of the caregiver. A caregiver scoring high on this 
scale expresses a lot of positive regard and emotional support to the resident. She is empathic 
in her reactions, makes eye contact, touches the resident at appropriate moments, smiles a 
lot and talks calmly. She listens to the resident and responds promptly and appropriately to 
signals of the resident. The resident should feel understood, accepted and safe in order to 
have a feeling of relatedness. A caregiver scoring low on this scale fails to provide emotional 
support. She ignores or resents feelings or other expressions of the resident. Her reactions 
are too late or not appropriate. Instead of a warm contact, this interaction feels rather cold 
or distant. Nonverbal signs of relatedness are important, especially when taking into account 
the possibility of performing social desirable behavior in front of the camera.
1. Very low. The caregiver completely fails to be sensitive to the resident, showing 
indifference or aloofness. 
2. Low. The caregiver provides very little attention and emotional support to the resident. 
She only reacts to very obvious signals of the resident or responds to late or inadequate. 
3. Moderately low. The caregiver gives some attention or emotional support to the 
resident, but does this inconsistent, at the wrong moment, or in an inadequate way. 
4. Moderate. The caregiver tries her best to give attention and emotional support, but 
shows inconsistency in her style. To some extent she reacts warmly or interested, to 
another part of the signals she does not (timely) respond. 
5. Moderately high. The caregiver provides good emotional support and positive regard 
and reacts in general in a sensitive way to the resident. However, she falters in this at some 
moments in the interaction. A caregiver being generally sensitive, but not modulating her 
reactions to specific circumstances, receives this score. 
6. High. The caregiver is supportive towards the resident and shows warm attention during 
the whole interaction, including difficult situations. She misses some tiny signals of the 
resident or her reactions are not always complete. 
7. Very high. The caregiver skillfully provides good emotional support during the interaction. 
She shows warm attention, makes the resident feel safe and accepted. She reacts both 
verbally and nonverbally in a consequent and adequate way to the resident.
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Support of autonomy
This scale reflects the degree to which the caregiver recognizes and respects the individuality, 
motives, and perspectives of the resident. A caregiver scoring high on this scale stimulates 
and respects the residents’ autonomy. She respects and appreciates the residents’ choices 
and decisions and stimulates the resident to make his or her own choices (e.g. concerning 
clothes to wear, jewelry, dry or wet shaving, etc.). Respect for autonomy is also about 
asking for permission and feedback. Furthermore, the resident is treated and talked to with 
respect. The caregiver shows flexibility in the conversation, negotiates with the resident when 
needed. The resident is central in the conversation: the nurse talks with in stead of to the 
resident. A caregiver scoring low on this scale denies with her communication and behavior 
the individuality of the resident. She ignores signs of autonomy like a choice or own idea. 
She is intrusive (harshly or with affection) in her behavior, either verbally or nonverbally 
(interrupting resident’s speech or behavior). She communicates that it is better and safer to 
listen to her than to make own choices. 
1. Very low. The caregiver completely denies the residents’ individuality. She is very intrusive, 
directive and/or controlling and treats the resident without respect.
2. Low. The caregiver generally denies the residents’ individuality, but there are some small 
opportunities for the resident to experience autonomy. 
3. Moderately low. The caregiver is rather intrusive or controlling, but there is some room 
for the residents’ autonomy. A caregiver showing large inconsistency in respecting the 
residents’ autonomy also receives this score. 
4. Moderate. Although the caregiver does not dominate or control the situation, she does 
very little to support the residents’ autonomy. A caregiver that does involve the resident 
in the situation, but does this in an infantilizing manner (including secondary baby talk) 
also receives this score. 
5. Moderately high. The caregiver does not deny the residents’ individuality, but she 
also does not actively support the autonomy. She respects wishes and opinions of the 
resident, but she does not actively reinforce the autonomy of the resident. Also a caregiver 
generally being supportive of the residents’ autonomy, but at a couple of moment being 
intrusive receives this score. 
6. High. The caregiver shows no signs of intrusiveness; instead she acknowledges 
the resident as an individual with own ideas and wishes. She supports the residents’ 
autonomy, but not as actively as at score 7. 
7. Very high. The caregiver expresses reinforcement and stimulation of the residents’ 
individuality. She supports the resident in making own choices and decisions and respects 
those. She negotiates and talks with the resident about his wishes and does not once 
force her own idea or opinion. 
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Support of competence
This scale reflects the degree to which the caregiver facilitates the resident in optimally carrying 
out his or her morning routine in order to create a feeling of competence. A caregiver scoring 
high on this scale structures the morning routine in order to create an orderly situation for 
the resident. She offers an “agenda” by clearly explaining what is going to happen. She 
stimulates the resident in a positive way to independently carry out actions (for example by 
giving compliments and being patient). She gives clear suggestions about how and which 
actions to perform and gives a helping hand when needed. She does this in such a way that 
the resident’s competences and skills are being used as much as possible. For example by: 
laying out the needed attributes, handing a towel or toothbrush, giving hints. When it appears 
that a resident is fully impaired in ADL functioning, the score for this scale is only based on 
the quality of information and structure. A caregiver scoring low on this scale insufficiently 
structures the morning routine and ignores the independence of the resident. She does not 
explain or unclearly explains what is going to happen, resulting in unexpected situations for 
the resident. By taking over a lot of actions the resident should be able to perform by him- or 
herself (e.g. by being in a hurry) the caregiver does not support the residents’ competence. 
1. Very low. The caregiver gives no explanation or suggestions about the structure of the 
morning care. She starts without announcement and takes over all actions the resident is 
able to perform independently. 
2. Low. The caregiver gives little explanation and suggestions or those are of poor quality. 
She takes over most of the actions the resident could perform by him- or herself. 
3. Moderately low. The caregiver occasionally gives effective explanation and she allows the 
resident to perform some actions independently. However, her assistance is inadequate for 
much of the session. She shows no clear signs of stimulating the residents’ independence. 
4. Moderate. The caregiver offers effective structure at some points during the interaction, 
and there are some opportunities for the resident to perform actions by him- or herself. A 
caregiver that offers no structure or clear stimulation, but allows the resident to perform 
most actions independently also receives this score. This is also the case for caregivers 
that offer a good structure, but take over all actions. 
5. Moderately high. The caregiver generally provides a good structure and there are 
opportunities for the resident to independently perform actions. However, the caregiver 
takes over some actions of the resident or she does not offer clear and positive support 
during the entire interaction. 
6. High. The caregivers’ behavior shows most of the desirable features of competence 
support. However, she is not that active in structuring and stimulating the residents’ 
independence as at score 7. 
7. Very high. The caregiver demonstrates practically all characteristics of competence 
support. She stimulates the residents’ independence in a positive and consistent way and 
offers a clear structure. 
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Residents’ well-being
Negativity 
This scale rates the extent to which the resident shows signs of anger, irritation, dislike or hostility. 
Verbal and nonverbal signs are taken into account to measure the extent of dissatisfaction. 
1. Very low. The resident shows no signs of negativity. 
2. Low. The resident does not show clear signs of negativity, but the ambiance is at certain 
moment less positive than desired. 
3. Moderately low. The resident shows negativity at some short moments. 
4. Moderate. The resident shows at one or more moments clear signs of negativity. 
However, these contain isolated moments, separated from moments with no negativity. 
5. Moderately high. The resident frequently shows feelings of negativity or there are a 
couple of moments with intense feelings of negativity. However, these are not dominantly 
present during the interaction. 
6. High. The residents’ feelings of negativity form a dominant aspect of the interaction. 
7. Very high. The resident shows very intense feelings of negativity during practically the 
entire interaction. 
Depressed affect 
This scale measures the extent to which the resident shows signs of gloominess, sadness, 
fear, nervousness or shame. Verbal and nonverbal signs are taken into account to rate the 
extent of unhappiness. 
1. Very low. The resident shows no signs of depressed affect 
2. Low. The resident does not show clear signs of depressed affect, but he does appear 
somewhat unhappy. 
3. Moderately low. The resident shows depressed affect at some short moments. 
4. Moderate. The resident shows at one or more moments clear signs of depressed affect. 
However, these contain isolated moments, separated from moments with no depressed affect. 
5. Moderately high. The resident frequently shows feelings of depressed affect or there are 
a couple of moments with intense feelings concerning one of the aspects of depressed 
affect. However, these are not dominantly present during the interaction. 
6. High. Feelings of sadness fear etc., form a dominant aspect of the interaction. 
7. Very high. The resident shows very intense feelings of depression during practically the 
entire interaction. 
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Positive affect 
This scale measures the extent to which the resident shows signs of positive affect, such as: 
laughing, smiling, joking, showing interest in the caregiver, telling stories or anecdotes. Verbal 
and nonverbal signs are taken into account to rate the extent of satisfaction and happiness. 
1. Very low. The resident shows no signs of positive affect. 
2. Low. The resident does not show clear signs of positive affect, apart from some little 
smiles now and then for instance. 
3. Moderately low. The resident shows some positive affect, although this concerns short 
moments, ambivalence or possible social desirable behavior. 
4. Moderate. The resident shows at one or more moments clear signs of positive affect. 
However, the resident does not seem happy and satisfied. 
5. Moderately high. The resident frequently shows feelings of positive affect or there are 
a couple of moments with intense positive feelings. However, these are not dominantly 
present during the interaction. 
6. High. The residents’ positive feelings form a dominant aspect of the interaction. 
7. Very high. The resident appears very satisfied and at ease in the situation, showing 
strong positive emotions during the entire interaction. 
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SAMENVATTING
Steeds meer ouderen kunnen niet langer zelfstandig wonen door hun verslechterde lichamelijke 
en/of geestelijke conditie en komen daardoor in een zorginstelling terecht. Er zijn verschillende 
zorgvormen mogelijk, maar dit proefschrift richt zich op afdelingen binnen verpleeghuizen 
waar mensen wonen met hoofdzakelijk lichamelijke problemen. In 2011 woonden er 
ongeveer 65.000 mensen in verpleeghuizen, waarvan 28.000 op afdelingen voor somatische 
problematiek. De verhuizing naar een verpleeghuis is een ingrijpende verandering in het leven 
van deze ouderen en heeft daarmee invloed op hun welbevinden. Het merendeel van het 
onderzoek in verpleeghuizen is bij mensen met dementie gedaan. Het is echter nog onduidelijk 
hoe het precies gesteld is met het welbevinden van bewoners in somatische verpleeghuizen. 
Wat we wel al weten is dat de kans op het ontwikkelen van depressieve symptomen bij deze 
populatie drie tot vier keer zo hoog is als bij ouderen die zelfstandig wonen. 
De lichamelijke kwetsbaarheid van de bewoners van somatische verpleegafdelingen 
zou een deel van de hoge depressiecijfers kunnen verklaren. Het blijft echter onduidelijk 
hoe individuele verschillen in het welbevinden kunnen worden verklaard, mede door een 
gebrek aan theorie over het welbevinden in (somatische) verpleeghuizen. Het doel van dit 
proefschrift is om het welbevinden van somatische verpleeghuisbewoners te onderzoeken op 
basis van twee verschillende theoretische perspectieven: een sociaal psychologische theorie 
over behoeftevervulling en welbevinden en een ontwikkelingspsychologische theorie over 
adaptatie gedurende de levensloop. Daarbij staat met name de rol van de zorgrelatie – de 
relatie tussen bewoner en verzorgend personeel – centraal. 
De eerste theorie, de zelfdeterminatietheorie, gaat er van uit dat er drie universele 
psychologische basisbehoeften zijn, die als zij vervuld zijn voor een hoog welbevinden 
zorgen. Dit zijn de behoeften aan verbondenheid (zich verbonden voelen, ergens bij horen), 
autonomie (keuzevrijheid) en competentie (zich bekwaam voelen, doelen bereiken). Deze 
behoeften staan onder grote spanning wanneer mensen naar een verpleeghuis verhuizen. 
De zorgrelatie speelt een belangrijke rol in het vervullen van de psychologische behoeften 
vanwege het intieme en veelvuldige contact dat verzorgenden met bewoners hebben. In 
de tweede theorie, de adaptatietheorie, worden twee strategieën beschreven die mensen 
kunnen hanteren wanneer een doel niet bereikt wordt. Mensen kunnen volharden in het 
bereiken van het doel door bewust te proberen de situatie te veranderen, wat assimilatie wordt 
genoemd. Mensen kunnen echter ook hun verwachtingen bijstellen door hun doelen aan te 
passen aan de veranderde mogelijkheden, wat accomodatie wordt genoemd. Onderzoek 
heeft laten zien dat accomodatie vooral bij ouderen voorkomt en assimilatie bij jongeren. De 
rol van verwachtingen wordt eveneens beschreven in de zogenoemde ‘person-environment 
congruence’ theorieën, waarin de match tussen individuele kenmerken van een persoon en de 
omgeving van belang is voor het welbevinden. Naast de vervulling van de drie basisbehoeften 
wordt er in dit proefschrift ook onderzocht hoe belangijk verpleeghuisbewoners de drie 
behoeften vinden en of dit belang gerelateerd is aan de vervulling van de behoeften. 
Dit proefschrift bestaat uit vijf empirische studies, gebaseerd op data die verzameld zijn 
binnen drie verschillende steekproeven. De studies behandelen verschillende maar aan elkaar 
130
gerelateerde onderzoeksvragen met betrekking tot behoeftevervulling en welbevinden van 
bewoners van somatische verpleeghuizen. In totaal namen 183 bewoners van 17 verschillende 
verpleeghuizen deel aan het onderzoek. De deelnemers aan studies 1 en 2 woonden al 
langere tijd in een verpleeghuis. Studies 3, 4, en 5 zijn gebaseerd op een longitudinaal project 
(steekproef 3), waarin recent opgenomen bewoners werden gevolgd vanaf 4-6 weken na de 
verhuizing tot ongeveer 6 maanden later. Drie verschillende methoden zijn gebruikt om de 
data te verzamelen: (a) gestructureerde vragenlijsten (studie 1,3,5) (b) video-opnamen van 
zorgmomenten (studie 2 en 3) en (c) semi-gestructureerde interviews (studie 4). De vijf studies 
worden hieronder achtereenvolgens samengevat, gevolgd door de belangrijkste conclusies.
Studie 1. In studie 1 (hoofdstuk 2) werd onderzocht of behoeftevervulling en welbevinden 
aan elkaar gerelateerd zij bij (somatische) verpleeghuisbewoners. Behoeftevervulling bevat 
de mate waarin bewoners autonomie, verbondenheid en competentie ervaren. Met behulp 
van vragenlijsten werden de behoeftevervulling (in de zorgrelatie en in het algemeen) en het 
welbevinden (depressieve gevoelens en levenstevredenheid) van 88 bewoners onderzocht. 
Bewoners beoordeelden hun behoeftevervulling in het algemeen als hoog en hun 
behoeftevervulling in de zorgrelatie zelfs nog hoger. Zoals verwacht op basis van de 
zelfdeterminatietheorie was behoeftevervulling in de zorgrelatie én in het algemeen 
gerelateerd aan zowel minder depressieve gevoelens als aan een hogere levenstevredenheid. 
Behoeftevervulling in het algemeen medieerde de relatie tussen behoeftevervulling in de 
zorgrelatie en depressieve gevoelens. 
De resultaten van deze eerste studie bevestigen de basishypothese van dit proefschrift, 
gebaseerd op de zelfdeterminatietheorie, dat behoeftevervulling (van autonomie, 
verbondenheid en competentie) gerelateerd is aan welbevinden. De zorgrelatie kan 
een belangrijke rol in de behoeftevervulling van bewoners spelen en bijdragen aan het 
welbevinden van bewoners. 
Studie 2. In studie 2 (hoofdstuk 3) werd de relatie tussen behoeftevervulling en welbevinden 
opnieuw onderzocht, nu met behulp van video-observaties. Het doel van deze studie 
was inzicht te krijgen de mate waarin verzorgenden de behoeftevervulling van bewoners 
ondersteunen. Daarnaast werd deze ondersteuning van de behoeften gerelateerd aan het 
welbevinden van de bewoners en aan kenmerken van zowel de bewoners als de verzorgenden. 
Twintig bewoners werden drie keer gefilmd tijdens de ochtendzorg, steeds met een andere 
verzorgende. Bij het analyseren van het videomateriaal - met behulp van beoordelingsschalen 
die ontwikkeld zijn voor dit onderzoeksproject - werd er gelet op de mate waarin de verzorgende 
aandacht heeft voor autonomie (respect voor de mening van de bewoner, keuze’s bieden), 
verbondenheid (interesse tonen, emotionele steun bieden) en competentie (het stimuleren 
van de zelfstandigheid en het bieden van structuur). Daarnaast werden positieve gevoelens, 
sombere gevoelens en negativiteit van de bewoner gescoord. Twee getrainde observatoren 
beoordeelden de video-opnamen en de interbeoordelaarsbetrouwbaarheid was hoog. 
De resultaten lieten zien dat de behoeften van de bewoners matig ondersteund werden 
door verzorgend personeel. Er was een grote variatie in behoeftevervulling zichtbaar en de 
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consistentie binnen verzorgenden was groter dan de consistentie binnen bewoners. Meer 
ondersteuning van de drie behoeften door verzorgenden was gerelateerd aan een hoger 
geobserveerd welbevinden. Er is geen relatie gevonden met het algemene welbevinden 
(depressieve gevoelens en levenstevredenheid) van bewoners. Verzorgenden hadden meer 
aandacht voor de drie behoeften bij bewoners met ernstigere lichamelijke beperkingen. 
Daarnaast was er een positieve relatie tussen behoeftondersteuning en zowel opleidingniveau 
als functieniveau van de verzorgenden.
Aandacht voor verbondenheid, autonomie en competentie tijdens de zorg lijkt van 
belang voor het welbevinden van bewoners op dat moment. Hoewel de behoeften over het 
algemeen matig ondersteund werden, varieerde de kwaliteit van de interacties enorm en 
leek deze meer af te hangen van de verzorgende die er op dat moment werkte dan van de 
bewoner die verzorgd werd.
Studie 3. In studie 3 (hoofdstuk 4) werd onderzocht in welke mate het perspectief van de 
bewoners en dat van de getrainde observatoren met betrekking tot behoeftevervulling 
overeenkomen. Voor deze vergelijking werden drie maten van behoeftevervulling, beoordeeld 
door bewoners zelf, gebruikt die in specficiteit verschilden: ervaren behoeftevervulling 
in het algemeen, behoeftevervulling door verzorgend personeel (in de zorgrelatie) en 
behoeftevervulling tijdens een specifiek zorgmoment met een specifieke verzorgende. Daarnaast 
werd een observationele maat voor behoeftevervulling gebruikt: de video-opnamen van de 
specifieke zorgmomenten die achteraf door getrainde observatoren zijn beoordeeld. Naast een 
vergelijking van de perspectieven was het doel van deze studie te onderzoeken welke maat van 
behoeftevervulling het meest samenhangt met het welbevinden van bewoners (depressieve 
gevoelens en levenstevredenheid). Aan deze studie namen 36 bewoners deel. Er werd een 
vragenlijst afgenomen met betrekking tot behoeftevervulling in het algemeen, depressieve 
gevoelens en levenstevredenheid. Na de video-opnamen vond er een semi-gestructureerd 
interview plaats waarin bewoners vragen beantwoordden over behoeftevervulling tijdens de 
op video opgenomen ochtendzorg en meer algemeen in de zorgrelatie met personeel. 
Er was een zwakke tot matige overeenstemming tussen de beoordelingen van 
bewoners en observatoren; bewoners beoordeelden hun behoeftevervulling met betrekking 
tot de specifieke zorgsituatie hoger dan observatoren. Van de drie maten van ervaren 
behoeftevervulling, had behoeftevervulling in het algemeen de sterkste relatie met zowel de 
observatiemaat als het welbevinden van de bewoners. 
De discrepanties tussen de perspectieven van bewoners en observatoren kunnen verklaard 
worden door verschillende processen, waaronder het aanpassen van verwachtingen door 
bewoners, een verandering in identiteit en de afhankelijke positie van de bewoners ten 
opzichte van de verzorgenden. In zowel onderzoek als de dagelijkse praktijk is het van belang 
hier rekening mee te houden bij het in kaart brengen van behoeften.
Studie 4. In studie 4 (hoofdstuk 5) stond het belang dat bewoners hechten aan verbondenheid, 
autonomie en competentie en hun ervaringen met de vervulling van deze behoeften in 
de zorgrelatie centraal. Daarnaast werden discrepanties tussen het ervaren belang en de 
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vervulling van de behoeften onderzocht, net als de rol van leeftijd, gezondheid en cognitie. 
Een gestructureerde vragenlijst over het belang van de behoeften werd ingevuld door 75 
bewoners en een subgroep van 35 bewoners werd in een semi-gestructureerd interview 
gevraagd naar hun ervaringen met de vervulling van de drie behoeften. De beoordelingen 
van bewoners met betrekking tot het belang en de vervulling van de behoeften werden 
geillustreerd met kwalitatieve data: commentaar dat bewoners gaven op de verschillende 
items en de open vraag ‘kunt u uw favoriete zuster omschrijven’?.
Uit de resultaten bleek dat bewoners de drie behoeften belangrijk tot erg belangrijk vonden, 
met de hoogste scores voor het belang van verbondenheid. Elke bewoner vond verbondenheid 
belangrijk, terwijl het belang van autonomie en competentie substantieel verschilde per 
bewoner. Bewoners noemden verschillende kenmerken van hun favoriete verzorgende, maar 
het merendeel van deze kenmerken was gerelateerd aan de behoefte aan verbondenheid. 
Daarnaast was de gemiddelde behoeftevervulling in de zorgrelatie hoog, maar waren er 
grote individuele verschillen tussen bewoners en lieten de commentaren van bewoners een 
genuanceerder resultaat zien. Verder vond meer dan twintig procent van de bewoners de drie 
behoeften belangrijk terwijl ze een lage vervulling van deze behoeften ervoeren. Met betrekking 
tot kenmerken van de bewoners bleek het volgende: Jongere bewoners vonden competentie 
belangrijker dan oudere bewoners en bewoners met een hoger cognitief functioneren vonden 
autonomie belangrijker dan bewoners met een lager cognitief functioneren. Deze laatste 
groep gaf ook aan meer autonomie te ervaren. Tenslotte ervoeren bewoners met een slechtere 
gezondheid meer verbondenheid dan bewoners met een betere gezondheid. 
Deze studie laat zien dat er verschillen zijn tussen bewoners met betrekking tot ervaren en 
gewenste behoeftevervulling en dat er niet altijd een match is tussen deze twee. Door meer 
aandacht te besteden aan de individuele behoeften van bewoners kan er beter ingespeeld 
worden op de overeenstemming tussen wat de bewoner wenst en wat de omgeving biedt. 
Studie 5. Het eerste doel van studie 5 (hoofdstuk 6) was te onderzoeken of de mate van 
depressieve gevoelens, als maat van welbevinden, van bewoners verandert gedurende de 
eerste maanden in het verpleeghuis. Het tweede doel was te onderzoeken of algemene 
behoeftenvervulling (van verbondenheid, autonomie en competentie) en het belang dat 
bewoners aan de behoeften hechten is gerelateerd aan depressieve gevoelens over de tijd 
heen. Ongeveer 6 weken na opname in het verpleeghuis werden vragenlijsten afgenomen bij 
75 bewoners met betrekking tot depressieve gevoelens, het belang van de behoeften en de 
algemene behoeftevervulling. Drie maanden laten werden deze vragenlijsten afgenomen bij 
37 van deze bewoners en nog eens drie maanden later bij 23 bewoners. 
Uit de resultaten bleek dat depressieve gevoelens gemiddeld genomen constant bleven 
gedurende de eerste maanden in het verpleeghuis. Er waren echter wel grote verschillen 
in behoeftevervulling tussen en ook binnen bewoners. Een hogere behoeftevervulling 
was gerelateerd aan minder depressieve gevoelens gedurende de eerste maanden in het 
verpleeghuis. Bewoners met een lagere behoeftevervulling hadden meer depressieve gevoelens 
vlak na opname die matig afnamen over de tijd. Bewoners met een hogere behoeftevervulling 
hadden minder depressieve gevoelens vlak na opname, maar het verloop hiervan verschilde 
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tussen bewoners die de behoeften belangrijk en minder belangrijk vonden. Bewoners die de 
behoeften minder belangrijk vonden begonnen met minder depressieve gevoelens en bleven 
daarin stabiel. Bewoners die de behoeften belangrijk vonden hadden daarentegen meer 
depressieve gevoelens vlak na opname, maar deze gevoelens daalden in lichte mate over tijd. 
Hoewel depressieve gevoelens over het algemeen stabiel bleven, liet het individuele 
verloop van depressieve gevoelens een genuanceerder beeld zien en lijkt dit verloop samen 
te hangen met het ervaren belang en de vervulling van de drie behoeften. 
Conclusies
Op basis van de vijf studies in dit proefschrift kunnen de volgende conclusies worden getrokken:
• Vervulling van de behoeften aan autonomie, verbondenheid en competentie is gerelateerd 
aan het welbevinden van oudere bewoners van somatische verpleeghuizen. Verzorgend 
personeel kan bijdragen aan de behoeftevervulling en het welbevinden van bewoners.
•. Bewoners zelf geven aan tevreden te zijn over hun behoeftevervulling, terwijl 
observaties laten zien dat verzorgenden de behoeften slechts matig ondersteunen. 
• Er zijn grote verschillen in de ondersteuning van de drie behoeften door verzorgenden 
en deze lijkt meer afhankelijk te zijn van eigenschappen van de verzorgende dan van 
de bewoner.
• Individuele kenmerken van bewoners, zoals leeftijd en gezondheid, zijn gerelateerd 
aan de mate waarin bewoners behoeftevervulling ervaren. 
• Bewoners hechten het meeste belang aan verbondenheid, in vergelijking tot 
autonomie en competentie.
• Bij een aanzienlijk percentage bewoners is er een discrepantie tussen het belang dat zij 
hechten aan de drie behoeften en de mate waarin deze in hun ervaring vervuld worden. 
• Bewoners met een lage behoeftevervulling in combinatie met een hoog belang van 
de behoeften hadden meer depressieve gevoelens vlak na opname. Deze depressieve 
gevoelens daalden matig over de tijd heen. Het niveau van depressieve gevoelens 
van deze groep bleef echter hoger in vergelijking met bewoners met een hoge 
behoeftevervulling en bewoners met een lage behoeftevervulling in combinatie met 
een laag belang van de behoeften. 
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